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WErTHEIN’s radical operation for cancer of the cervix uteri consists 
in removing, through an abdominal incision, the uterus and its 
appendages and, by means of clamps, sufficient vagina to form a 
bag in which the diseased cervix can be encapsuled. In addition the 
parametrium and as much connective tissue of the pelvis as possible 
is dissected out together with any regional glands which may be 
enlarged. 

W. A. Freund, in 1878, was the first to advocate abdominal 
hysterectomy for cancer of the uterus, but it is to Ries, of Chicago, 
that we owe the development of the radical operation as itis practised 
to-day. In 1895 Ries, by operating on dogs and corpses, satisfied 
himself and others that it would be possible to remove.the uterus and 
its appendages, the cellular tissue of the pelvis, and the lymphatic 
glands as far as the bifurcation of the common iliac without killing 
the patient. 

Clark, in 1896, put this suggestion into practice on the living 
woman at the Johns Hopkins Hospital, and his example was quickly 
followed by others among whom may be mentioned Werder, Rump, 
Mackenrodt, and Wertheim. It is, however, to Wertheim that we 
owe the present position of this operation which he has performed as 
a routine one for a much longer period, and in far greater numbers, 
than any other surgeon, and his results are the most interesting we 
have. It is to be noted, however, that although in England at any 
rate, the radical operation is known by Wertheim’s name, the only 
point in its procedure that he invented is the application of the 
vaginal clamp. 

The first record I have of a “ Wertheim ” in this country is one 
by A. Wallace, of Liverpool, in 1903. Spencer performed the opera- 
tion in 1904, and is really responsible for the interest awakened in 
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England in this operation, inviting Wertheim over to this country 
in 1905, when the latter read a paper on his operation at the annual 
meeting of the British Medical Association. During this visit, 
Cuthbert Lockyer arranged for Wertheim to perform his operation 
on a patient in St. Mary’s Hospital, Plaistow. 

For the purposes of this paper I sent a private circular to every 
recognized gynecologist of the United Kingdom and received replies 
from nearly all, in which they either sent me their statistics or 
stated that they did not follow Wertheim’s method when operating. 
The number of cases thus collected from English operators of the radical 
abdominal operation for cancer was 313, of which 243 were Wertheim’s, 
and I should like to take this opportunity of thanking all those who 
answered my circular for their courtesy and particularly those who 
have allowed me to use their unpublished statistics.* My thanks are 
also due to Doctors F. E. Taylor, Maxwell and Gray, for the assist- 
ance they have given me with the statistics of the Middlesex, London, 
and University College Hospitals, and to Mr. Bonhéte Henderson 
for those of the Cancer Hospital. I am also much indebted to 
Professor Schauta for his recent monograph, to Professor Bumm for 
his latest papers and statistics, and to Professors Wertheim, 
Déderlein, Veit and Polosson, for their latest statistics. 

The term “Wertheim” is used very carelessly by many people. 
I remember, when in the United States, being invited by a surgeon 
to a large hospital to witness the removal of a carcinomatous uterus 
by “ Wertheim’s” method. The operation performed was a simple 
panhysterectomy. I have witnessed similar operations in this 
country that have been dignified by the name of “modified 
Wertheim’s,” and I have ascertained during the compilation of this 
paper that there are still many operators who are unaware of the 
fact that if a Wertheim’s operation is to be performed, whatever 
else is done the vagina must be clamped across with forceps well 
below the level of any growth before it is divided. Certain of the 
statistics in this paper are based upon the particulars of 243 cases 
collected, as noted above from English gynecologists, and in each 
case I was informed by the operator concerned that he had followed 
“Wertheim’s method,” using clamps across the vagina in each case. 

The performance of a Wertheim’s operation fulfils a certain 
standard from which it is impossible for anyone to escape, and the 
results of various operators can thus be satisfactorily compared and 
dealt with. I have therefore in this paper confined myself more par- 
ticularly to “ Wertheim’s” operation, although several correspon- 
dents have found fault with me for so doing, maintaining that the 
importance of the operation consists in the pelvic dissection and not 
intheclamps. An analysis of radical abdominal hysterectomies would, 
however, be of little use unless one could append a description of the 


* Complete tables dealing with every case under the name of each operator will be 
found in the ‘‘ Transactions of the Medical Society” for this year. 
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exact method of procedure followed by each operator, moreover I 
find the word “radical” conveys different meanings to different 
minds. Among the answers I have received to my circular occur 
the following remarks : — 

“T have not yet been able to persuade myself that Wertheim’s 
operation is sufficiently valuable to be any real advance on 
previous methods,” 

and another :— 
“T at present regard it as an operation having only a tem- 
porary popularity. When vaginal hysterectomy is not possible 
I do nothing,” 
and in fact these two extracts express the views of many of my 
correspondents. 

It seems to me, therefore, that the main object of this paper will 
be fulfilled if I discuss the following points :— 

What advantages has Wertheim’s operation over simple 
vaginal hysterectomy, and what over paravaginal section? 


Wuat ADVANTAGES HAS WERTHEIM’S OPERATION OVER SIMPLE 
VAGINAL HysTERECTOMY. 


We must discuss this under three headings : — 


1. Primary mortality. 

2. Percentage operability. 

3. Percentage of cures. 
Primary mortality. 

The primary mortality of Wertheim’s operation is undoubtedly 
high. With increased experience this mortality can be lowered. 
Wertheim’s results are an example of this. In his first 200 cases 
there were 50 deaths, in his last 258 cases 35 deaths. In his first 
30 cases the mortality was 40 per cent., in his last 30 cases it was 
7 per cent. His total mortality to date is 15°2 per cent. The 
mortality of the 30 patients upon whom Victor Bonney and I have 
operated is 16°6 per cent. The mortality of 243 Wertheims that I 
have collected is 181 per cent. Déderlein publishes a list of 715 
operations by the radical abdominal method with a mortality of 
148 per cent. He gives his own primary mortality for 65 cases as 
187 per cent. Schindler, of Graz, has a mortality of 9 per cent. 
and Bumm has a mortality of 25 per cent., but having improved his 
technique this has fallen to 15 per cent. The mortality of all the 
cases of radical abdominal operation that I have collected, 313 in 
number, is 18°5 per cent. The mortality for simple vaginal hysterec- 
tomy is naturally lower. Schauta gives the following statistics for 
vaginal hysterectomy :— 

Waldstein (Schauta) 10°3 per cent., Hocheisen (Gusserow) 14°4 
per cent., Krukenburg (Olshausen) 12‘7 per cent., Zurhelle (Fritsch) 
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66 per cent., and Déderlein reports 4,368 vaginal hysterectomies 
with a mortality of 9°1 per cent. Hirschmann collected 1,241 cases 
with a mortality of 88 per cent., Fehling 770 cases with one of 
9°6 per cent. Percentages smaller than these have been reported, by 
Leopold 5°7 per cent. and by Amann 4 per cent. 

In England the experience of some of those who have performed 
vaginal hysterectomy to any large extent has been more favourable 
than this, the difference perhaps may be due to the age of the growth 
operated on. That the radical abdominal operation has a higher 
primary mortality is to be deplored, but this fact alone should not 
deprive any patient of the chance of cure, and after all, this in- 
creased mortality is mostly because cases of a much more advanced 
and serious nature can be and are treated by this method, and there- 
fore it is really unfair to compare the primary mortality of the 
radical abdominal operation with that of vaginal hysterectomy which 
can only be performed in early cases. If the percentage mortality is 
reckoned according to whether the case is one of an early, moderate, 
or advanced nature, I find in 238 of the “ Wertheims” I have col- 
lected the following results :— 


In 186 advanced cases 23°1 per cent. 
In 19 moderate cases 5°2 per cent. 
In 33 early cases 6°3 per cent. 


which bears out my impression that the mortality of this operation 
is not appreciably higher than that of simple vaginal hysterectomy 
if only cases of a similar nature are operated on. 

Although it goes without saying that every effort must be taken 
to reduce the primary mortality of ‘“‘Wertheim’s” operation, still in 
a comparison of the merits of these two operations I am most dis- 
tinetly of the opinion that we should not make too much of this. If, 
after a period of five years, there are more patients alive out of every 
hundred operated upon by this method than by simple vaginal 
hysterectomy, then, no matter what may be the primary mortality, 
the end justifies the means. 


Percentage Operability. 


The percentage operability is greatly increased by the radical 
abdominal operation because one is able to separate the bladder, 
rectum and ureter from the growth without much risk of injury, 
whereas in simple vaginal hysterectomy in a large number of cases 
this is impossible. . 

Spencer remarks that the percentage operability can be made as 
large as any operator chooses if he operates upon cases in which 
there is no chance of cure, and he thinks a liberal allowance is 
25 per cent. Up to a certain point no doubt this criticism is just, 
but I do not think it entirely meets the case. It is, as we shall see, 
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difficult to determine beforehand in which patients there is a chance 
of cure or not. We are all agreed that if only early cases are chosen 
the percentage of cures will be much greater and that of operability 
much less. Still it is quite evident that most operators have not 
limited themselves in this way, with the result that many women 
have been cured whose chances from a clinical examination might 
have been thought to be hopeless. According to Déderlein and 
Krénig, the average percentage operability of 10 operators by the 
radical abdominal method was 68. Wertheim has operated upon 
49 per cent. of his cases, Schindler 46 per cent., and Bumm 90 per 
cent., but this latter figure must be due to the fact that Bumm has 
operated on cases that most other surgeons would refuse, a surmise 
which is perhaps warranted by his heavy primary mortality. Victor 
Bonney and myself have noted every case of cancer of the cervix 
both in the In and Out-patient departments of the Middlesex and 
Chelsea Hospitals, and also the private cases that we have seen 
during 1908, and our percentage operability during this period has 
been 67; this allows for any cases of doubtful diagnosis in all of 
which the suspected growth has been examined by the microscope. 
Very few of my correspondents have kept any records useful for 
this purpose. The average percentage operability for vaginal 
hysterectomy is much smaller, and although Gusserow, Olshausen, 
Kaltenbach, Leopold, Kiiestner and Déderlein return a percentage 
of 31, that of Chrobak and Schauta is 15, and of Waldstein 14°7, these 


last being more in accord with the experience of English operators, 
which is nearer 12. 


Percentage of cures. 


If the uterus is removed by simple vaginal hysterectomy practic- 
ally all the parametrium is left behind; if by Wertheim’s method all 
the parametrium and a large portion of the cellular tissue of the 
pelvis is taken away. 

The results of the pathological investigation of the parametrium 
extending over a large number of cases and including the micros- 
copical examination of some thousands of sections prove conclu- 
sively to my mind that this structure should always be removed. 
Schauta found in 69 per cent. of his cases that the parametrium was 
infected. Wertheim in 60 per cent., Kundrat in 55 per cent., 
Baisch in 50 per cent., and many other observers have similar records. 
In at least, therefore, half the cases, simple vaginal hysterectomy is 
useless, because cancerous material is left behind. 

These facts do not carry much weight with those who favour 
vaginal hysterectomy, because they argue that if, on clinical ex- 
amination, the parametrium is found to be involved, no method of 
removal is satisfactory, whereas if the uterus is quite mobile and the 
parametrium is felt to be soft, vaginal hysterectomy holds out as 
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good a chance of cure as any other operation. The pathological 
findings have proved this opinion to be untenable. It is impossible 
to diagnose clinically the real condition of the parametrium. A hard 
parametrium may contain no cancer, a soft one may be full of cancer. 
In 22°5 per cent. of Wertheim’s cases, although the parametrium 
felt quite soft, a marked cancer infection had taken place, and in 
14 per cent., where the parametrium felt quite hard no infection had 
occurred, the induration being due to inflammatory reaction. 
Kundrat likewise found the parametrium infected in 16 per cent. of 
his cases in which clinically it appeared to be free. 

It is almost impossible to estimate accurately the percentage of 
cures in this country because of the difficulty in tracing hospital 
patients. It is much easier abroad to keep in touch with patients 
since the police keep a record of where people live and when they 
change their addresses. The German method of estimating cures is 
a very strict one, including as it does by Winter’s method, the 
number of cases per hundred operated upon, added to the number 
of patients per hundred remaining well, the result divided by one 
hundred being called the “Absolute cure” for the number of cases 
taken. Five years seems to be the period chosen by most authorities, 
after which the patient may be said to be cured as far as her original 
disease goes. The statistics I have collected from this country are 
useless for the purpose under discussion, as nearly all the operations 
have been performed within the last year or two. On the Continent, 
however, there are a large number of cases that now fulfill this 
standard. Wertheim has 138 women alive operated upon more than 
5 years ago, which equals a percentage cure of 62. Polosson has 
60 per cent. free of recurrence after 5 years, Mackenrodt 45 per cent., 
Bumm 30 per cent. When we compare this with the percentage of 
cures by vaginal hysterectomy a very great diminution is at once 
noticeable. Spencer states that carcinoma of the cervix is curable 
in its early stages in a large proportion of cases by means of high 
amputation of the cervix and vaginal hysterectomy, but what does 
this statement really amount to? Simply, I take it, that he has had 
the great good fortune to operate upon a large number of cases which 
could be reckoned among the 40 per cent. where the parametrium was 
not affected. Again he modifies this first statement somewhat by 
another to the effect that one-third of the cases can be cured by high 
amputation or vaginal hysterectomy if the disease is limited to the 
uterus. As we have seen, the disease in at least 50 per cent. of the 
cases is not limited to the uterus. There is no certain means of 
diagnosing clinically in each case whether it is or not, but taking 
those cases where the pathological findings prove that it is, then I 
think this estimate of the percentage cures to be expected is much 
too low. In looking up the statistics of vaginal hysterectomy one 
has to be very careful to exclude cases of carcinoma of the body 
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which all admit can generally be cured by this operation. With 
cases of carcinoma of the cervix I find that Jacobs had 1°2 per cent., 
Gusserow 2°5 per cent., Olshausen 6°6 per cent., Kiistner 9°2 per cent., 
Kaltenbach 7°2 per cent., Leopold 8°2 per cent., Déderlein and Pozzi 
9 per cent., and Polosson 12 per cent. of patients living after 5 years, 
so that apparently not one-tenth of the cases operated upon by 
vaginal hysterectomy are alive after this period. Frommer had 
35°6 per cent. recurrences in the first year, Zweifel 69°8 per cent. in 
the first six months, and Winter out of 148 cases had 115 recurring 
the first year, 13 in the second, 13 in the third, 5 in the fourth, and 
2 in the fifth. Segan out of 49 cases had only 2 living after 5 years. 
Bouilly had 77 per cent. recurrences with 17 cases. Waldstein out 
of 274 cases had only 4 living after 5 years, and there are many other 
records with the same tale. English operators have been more 
successful than this, as for instance the splendid results of Spencer 
and Lewers with 24 per cent. and 16 per cent. of cures respectively 
after 5 years. It must be remembered, however, that these foreign 
statistics deal with thousands of cases whereas our English ones deal 
with hundreds. In comparison with vaginal hysterectomy therefore, 
the percentage of cures by Wertheim’s and other radical abdominal 
operations show a remarkable improvement. This increase in the 
number of cures by the radical abdominal operation is due entirely 
to two factors. One we have already discussed, namely the thorough 
removal of the parametrium and the adjacent connective tissue. 
The other is due to the means taken for preventing any part of the 
wound being contaminated by the growth, that part of the operation 
in fact with which Wertheim’s name is particularly associated, I 
mean clamping the vagina well below any growth before dividing it, 
so that the diseased cervix is removed in a bag of vagina, and the 
risk of local implantation of cancer cells on the cut edges of this 
organ is practically eliminated. 

In the past the recurrence of cancer after the removal of the 
diseased cervix has nearly always been local, due to cell implantation 
on the cut edges of the wound or from an imperfect removal of the 
parametrium. 

Winter reports recurrence in the vaginal scar in 54 out of 58 
cases, Mangiagalli in 114 out of 115. Most other operators have had 
a similar experience. On the other hand, with Wertheim’s operation 
local recurrence is a rarity. 

The standpoint from which any operation must be gauged is its 
ultimate result with regard to the cure of the greatest number 
of patients. Even if, therefore, the percentage of cures with 
Wertheim’s operation was not greater than that by the simple 
vaginal method, nevertheless it would be the better operation because 
of the increased operability, since a greater number of patients 
would be saved. But further the percentage of cures by vaginal 


| 


152 Journal of Obstetrics and Gynecology 


hysterectomy is a very low one, whereas that by the radical abdominal 
methods may, I think, in comparison, be termed high. Supposing, 
however, there is a recurrence, I still maintain that Wertheim’s 
operation is a more satisfactory procedure than simple vaginal 
hysterectomy. When the diseased parametrium is not removed the 
suffering of these patients is terrible. The infiltrated tissue involves 
the sacral plexus causing great agony, the ureter becomes incorpor- 
ated with the growth, giving rise perhaps for months to headache, 
nausea, and vomiting from uremia due to ureteral obstruction. 
Again, the patient in a large majority of cases is free from foul 
discharge and bleeding and has a peaceful death. In some of our 
own cases I have had letters from the relatives particularly mention- 
ing the absence of all pain and distress right up to the end. 

The only point in favour of simple vaginal hysterectomy is its 
low mortality, although, as I have pointed out, if we take similar 
cases the difference is not appreciable, but I think you will all agree 
that the fear of a higher primary mortality should not deter anyone 
who is worthy of the name of surgeon from endeavouring to cure 
these unfortunate women. 


And now to the second of my questions. 


Has WertTHEIM’s OPERATION ANY ADVANTAGE OVER PARA-VAGINAL 
SEcTION ? 


As I have had no personal experience of para-vaginal section, I can 
only bring to your notice a few facts upon which the advocates of each 
operation rely. The whole question, tomy mind, depends upon whether 
there is any necessity to remove the regional glands. Theoretically 
there is nothing to urge against the routine removal of glands, in fact, 
the opposite obtains, since I think we are all agreed that if such a 
procedure were possible this would be the right and proper course to 
pursue. As a matter of fact, however, it is impossible to remove 
from the living woman all the glands that drain the pelvic organs. 
It is open to anyone to attempt this removal on a corpse, and he will 
find that besides being most difficult, certain structures have to be 
interfered with, the disturbance of which would kill a living person. 
Schauta examined the regional glands in 60 corpses dead of cancer of 
the uterus, and in only 23°3 per cent. did he find it technically 
possible to remove them. As therefore it is not possible to be certain 
of removing all infected glands, is it worth while systematically 
removing any glands on the off chance that they are infected and the 
only ones infected? One has to consider the subject from a patho- 
logical as well as a clinical aspect. 


It is only by examining microscopically every gland removed that 
we shall gain any information worth having on the subject. A large 
number of my correspondents state that they have removed glands but 
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that no microscopical examination was made. They judge their 
cancerous nature or otherwise from their size and texture. It has, 
however, been proved conclusively that such a method of diagnosis 
is hopeless, and the wide discrepancy of the gland statistics issued 
by different operators is I think largely due to the fact that micro- 
scopical examination has not been made in each case. 

There is no certain means of clinically diagnosing glands which 
are cancerous from those which are not. Glands which are large ° 
and hard have often been found free of cancerous infection on being 
examined by the microscope. Déderlein reports 18 cases with enlarged 
glands in 11 of which cancer was absent. On the other hand, glands 
which are so small and soft that they were perhaps overlooked during 
the operation, may be found to be full of cancer cells. Then again the 
statistics of glandular infection vary according to whether they have 
been calculated from glands removed at the operation or post mortem. 
Take Schauta’s statistics for instance. He examined 1,182 glands by 
means of 160,000 serial sections and found that in 57°7 per cent. the 
glands were affected, but then most of the glands were removed post 
mortem from patients who had died from very advanced cancer 
when it would have been unjustifiable to have attempted removal of 
the growth. Riechelmann found 35 per cent. of the glands infected 
in 86 bodies dead from carcinoma of the cervix. Taking operative 
statistics Déderlein gives a list of 10 operators whose average per- 
centage is 39°9. Wertheim removed carcinomatous glands in 35 
per cent. and Bumm in 33°3 per cent. In my own 16 cases the per- 
centage was 31, and in the 70 cases I have collected where a micro- 
scopical examination has been made, 47. During the last 5 years the 
bodies of 107 patients dying at the Middlesex Hospital of advanced 
cancer of the cervix have been carefully examined in the Cancer 
Investigation Laboratories with respect to the question of regional 
glandular infection. In 27 of these, or 25°2 per cent., the secondary 
deposits were entirely limited to the lumbar glands; in 42, or 383 
per cent., both glands and viscera were involved. I think, therefore, 
we may take that in at least one-third of the patients that come to 
us for operation some of the glands are infected. Schauta thinks that 
this percentage is much too small, and is no indication of the true 
state of affairs, because of the great difficulty of extirpating even 
those glands which are abdominally removable. Granted, however, 
that in one-third of the patients who seek relief the glands are affected, 
is it good surgery or is any advantage gained by systematically 
endeavouring to remove these glands. This question may be re- 
garded from several points of view. In the first place the systematic 
removal of the glands in many cases may increase the danger of the 
operation. Large vessels may be wounded during the necessary 
manipulations resulting in the immediate death of the patient from 
hemorrhage, and at any rate the time taken over the operation is 
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often increased, sometimes markedly so, and time in these cases is of 
prime importance. This fact alone, however, I do not think should 
deter surgeons from removing as many of the regional glands as 
possible. After all our great object is to cure as many patients as 
possible, and if therefore by the systematic removal of these glands a 
greater number of women are saved, we should not hesitate in their 
removal because our primary mortality is thereby increased. Un- 
fortunately, however, the statistics, as far as they show anything, 
seem to prove that the removal of glands in the majority of cases 
is a useless procedure, for in nearly all cases where carcinomatous 
glands have been removed there has been a recurrence. This has 
been the experience among others of Wertheim, most of whose cases 
died within three years, of Fromme who states that recurrence has 
occurred in all of Bumm’s cases in 1902 and 1903 in which carcinoma 
of the glands was detected, and of Von Rosthorn in all of whose cases 
except one, recurrence had occurred where he had removed carcino- 
matous glands. 

The English records are of too late a date to make them of any 
value for this purpose. The Middlesex Hospital statistics show that 
the iliac and regional glands were infected 6 times, the mesenteric 
and sacral once and the lumbar 28 times, that is the surgically 
irremovable glands were infected in the large majority of cases. 
The postmortem records of the Middlesex Hospital show what has 
been repeatedly pointed out, that in nearly all cases where diseased 
glands have been removed, others which could not be removed have 
also been affected, and therefore that it was useless removing any 
glands in the first instance. It is held by many to be bad surgery to 
expose every patient to the additional danger of searching for and 
removing glands when one must be uncertain of their nature. Veit, 
Pankow, and Wertheim, among others, are of the opinion that the 
routine extirpation of glands does not help the case, and the latter 
remarks that since in only one-third of the cases are the glands 
involved, to remove them indiscriminately in every case is injuring 
the other two-thirds and the occasional cure of a patient does not 
counterbalance the extra mortality due to routine extirpation. 
Moreover, the condition of the primary growth is no absolute guide, 
for while, as a rule, the glands are only affected at a late stage, often 
being found quite free in very advanced operable cases, still glands 
markedly enlarged and infected have been found in the earlier stages 
of carcinoma of the cervix. The removal of glands is, of course, to 
prevent recurrence therein, but recurrence in the glands is rare. 

After simple vaginal hysterectomy, for instance, the recurrence is 
nearly always in the scar and only rarely in the glands, and then the 
fact that some patients live 3, 4, and 5 years after vaginal hysterec- 
tomy before recurrence, proves that infection of the glands must be 
a late phenomenon. Schauta argues that when one speaks of glandular 
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recurrence, one can only consider it as a real glandular recurrence 
when there is no local recurrence, for in the latter condition it may 
very well be due to the local state, and in connexion with this it 
may be noticed that infected glands are found in about 45 per cent. 
when the parametrium is involved. Again Schauta remarks that 
facts have arisen which make the spontaneous cure of cancer more 
likely. In comparing the percentage of recurrences in the extended 
vaginal operation in which the glands cannot be removed with the 
radical abdominal operation in which only local recurrences occur, 
the difference is not very material and therefore a question arises 
which cannot at present be answered, “what becomes of the car- 
cinomatous glands always in the case of vaginal operations and very 
often in the case of abdominal operations”? After removal of the 
primary tumour, carcinomatous masses left behind in the glands may 
remain latent and only break out very late and perhaps never, death 
being due to other causes, and that it is noticeable that considering 
the frequency with which infected glands are found at operation, 
glandular recurrence should be so rare. Hocheisen had a patient 
living in 1899, 6} years after an incomplete operation, without any 
sign of recurrence. In 35 recurrences Schauta only found 2 in the 
glands, and in 12 recurrences Franz found one. Wertheim, Zweifel, 
Déderlein, and others only remove glands when enlarged. Bumm, 
Ries, Mackenrodt, Amann, Von Rosthorn, and Freund are in favour 
of removing every gland they can, and there are some cases on 
record which support this practice. 

Déderlein has 2 patients living 4} years, and three 3} years after 
the removal of carcinomatous glands. Wertheim has 4 patients 
living 3 to 33 years, Mackenrodt one patient living 5 years, 3 living 
4 years, and 7 living 3 years, whilst Bumm has 2 patients living 
3 years in each case after carcinomatous glands were extirpated. 
Lastly, with respect to those surgeons who argue in favour of 
glandular extirpation from an experience of breast surgery and the 
brilliant results obtained by a thorough removal of the lymphatics 
and glands in carcinoma of that organ: it has been pointed out that 
whilst the ablation of glands and all tissues between them and the 
primary growth can be efficiently accomplished in carcinoma of the 
breast, which organ has its own isolated lymph supply, in cases of 
cancer of the uterus this is impossible. 

My practice has been when the state of the patient warranted such 
a procedure to remove systematically all the glands enlarged or other- 
wise that I could find short of imperilling the patient’s life by inter- 
fering with some vital structure, and in those cases when it was 
necessary to terminate the operation as soon as possible, to remove 
quickly those glands which were obviously enlarged and which could 
be extirpated rapidly and without any real loss of time. This also is 
Victor Bonney’s practice, and I think until we have some further 
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information on this most important subject that this is the wisest and 
safest course to pursue. Bonney has most carefully microscoped all 
the glands that we have removed. 

The only method by which the regional glands can be removed 
is through an abdominal incision. They cannot be removed by para- 
vaginal section. The after histories of a large number of cases that 
are now available seem to show that it is useless to remove the glands. 
The advocates of paravaginal section allow that if all diseased glands 
could be removed this would be the best treatment, but maintain that 
as this is impossible, there isno need to operate through the abdomen, 
since the operation otherwise can be carried out in every other 
particular just as well as by the vaginal method. They contend that 
just as much parametrium and cellular tissue can be removed, with 
less shock, less danger of infection, no scar, and no greater danger of 
injury to the ureters, bladder, rectum, or large vessels. Schauta’s — 
operation is of course a very great advance on simple vaginal 
hysterectomy with respect to percentage operability and cure, and 
in his hands, the results are nearly as good as those obtained by the 
abdominal method. 

Wertheim and others maintain that Schauta’s operation is more 
difficult, that the primary mortality is as great, that the percentage 
operability is less, and the percentage of cures less, and that the 
superiority of the abdominal operation lies not only in the opportunity 
it affords for the removal of glands, but also in the easier removal of 
the parametric tissue and the less risk of injury to the bladder, 
ureter, and intestines, in the more reliable hemostasis, and the 
greater facility for treating adhesions. . Lastly, if the ureter is fixed, 
it can only be safely freed through an abdominal incision. There 
are but few published records of Schauta’s operation in this country. 
Sinclair, in the Journal of Obstetrics and Gynecology of the British 
Empire, expresses himself in no uncertain terms as to the superiority 
of this operation, which he states “avoids the dangers inherent in 
those ghastly dissections styled abdominal hysterectomy which have 
since become the correct fashion and the criterion of an advanced 
position in scientific gynecological surgery in some parts of Europe 
and America,” all of which is very picturesque but savours more of 
the partisan than of the unbiassed critic. I have seen Schauta operate, 
and it seemed to me that whilst in appearance his operation was not 
less “ghastly,” if I may borrow some of Sinclair’s thunder, the 
anatomical disarrangement of the tissues concerned was not less 
marked than in the case of Wertheim’s operation. In fact, with the 
exception of the glands, those who have practised paravaginal section 
most often are insistent that the removal of the affected tissue is just 
as wide. Schauta’s operation in his own hand compares very favour- 
ably with Wertheim’s or other methods of performing the radical 
abdominal operation. 
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His percentage mortality for 258 cases works out at 10°8 per cent. 
in comparison with Wertheim’s 15 per cent. for 458 cases. The 
mortality of Schauta’s last 45 cases was 8°5 per cent., of Wertheim’s 
last 30 cases 7 per cent. An analysis of Schauta’s cases also shows the 
following :— 

In 79 early cases the mortality is 3°7 % 
In 126 moderate cases the mortality is 111% 
In 53 advanced cases the mortality is 20°7 % 


Paravaginal section shows a great advance in percentage operability 
on simple vaginal hysterectomy. Schauta’s percentage is 48°7 per 
cent., which is only slightly less than that by the abdominal method. 
Lastly, with respect to the question of cure, Schauta’s operation holds 
a high position, 55°3 per cent. of his patients who were operated upon 
over 5 years ago being alive. 


The Complications of Werthevm’s operation. 

Ureter. The ureter is seldom involved in the disease because it 
has its own lymph supply, and the cellular tissue surrounding it acts 
as a protection, but it may be divided during its necessary isolation 
or ligatured when vessels are being tied, in each case without the 
accident being noticed, or its blood supply may be so interfered with 
that necrosis occurs. Under all these conditions a ureteral fistula _ 
will result, which complication may also occur after a portion of this 
tube has been resected for growth, the point of union between the 
bladder and ureter breaking down. Wertheim, in his 458 cases, had 
24 examples of ureteral fistulee, but I do not know what percentage of 
these was due to injury and what to necrosis. Bumm, in his 108 
cases, wounded the ureter, accidentally, 4 times, 2 died and 2 healed 
with fistule, and, purposely, 4 times with the same results. In none 
of our cases was the ureter wounded, but we had 2 fistule from 
necrosis. In the 291 cases collected there were 19 examples of fistula, 
the ureter being cut 5 times. In 15 of these the fistula closed spon- 
taneously, twice it remained patent and twice nephrectomy was 
performed. In 156 cases at the Johns Hopkins Hospital the ureter 
was injured 19 times, 2.e., 13 per cent. 

In comparison with this Schauta wounded the ureter 11 times in 
258 cases (wounded 5 times, resected 5 times, fistula once). Déderlein 
collected 1,979 cases of simple vaginal hysterectomy (90 operators) 
with the ureter wounded 50 times, and Olshausen with 638 similar 
cases had 13 ureters injured. 

Bladder. The bladder may be opened when it is being separated 
from the anterior vaginal wall, more especially in those cases where 
the growth is adherent. If the wound remains undiscovered, or after 
suture does not heal, a fistula of course results. The bladder may be 
opened for diagnosis as to extension of growth, or pieces of it if 
diseased may be resected. Vesicovaginal fistula may also be due to 
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necrosis of the bladder wall from diminished blood supply, owing to 
the ligature of the vesical arteries or denudation of its wall when 
separating it from the vagina. I have no records of Wertheim for 
vesicovaginal fistula. Bumm, in his 108 cases injured the bladder 
5 times, 2 healed with fistula, 3 died. We had one case and it 
occurred 15 times in the 291 cases collected, 13 of these closed spon- 
taneously, and in two the fistula was closed by operation; on four 
occasions the bladder was opened and in each case the wound healed 
without a fistula, portions of the bladder being removed in three. 
At the Johns Hopkins Hospital, in 157 cases, the bladder was injured 
19 times=12°1 per cent. 

Schindler has collected 362 cases (9 operators) with the bladder 
and ureter wounded 90 times=24'8 per cent. 

In comparison with this Schauta wounded the bladder 11 times 
(7 accidental injuries, 4 fistule) and Déderlein collected 1979 cases 
(90 operators) of simple vaginal hysterectomy and found the bladder 
wounded 61 times, whilst Olshausen had 638 cases with the bladder 
wounded 22 times. In all of Wertheim’s cases where a portion of 
the bladder or ureter has been intentionally resected, recurrence has 
been early. 

Rectum. The rectum may be injured during its separation from 
the posterior vaginal wall or may necrose later, in each case causing 
a rectovaginal fistula. Wertheim, in his 458 cases, had 1 recto- 
vaginal fistula. In our cases there was one and there are two examples 
in the 291 cases. Schauta wounded the rectum 4 times (accidental 
injury 2, resection 1, fistula 1). 

Cystitis. This is probably due to the fact that as the result of 
the operation there remains a large cavity abutting on the posterior 
surface of the bladder. This cavity in a few days becomes septic and 
the sepsis spreads to the bladder, the cystitis in these cases coming 
on late, about the tenth day. It is also no doubt encouraged by the 
injury done to the bladder wall from its diminished blood supply 
and damage to its nerves. In every case after operation there is 
residual urine from these causes. 

Wertheim states that cystitis occurred practically in all his 
patients, and was one of the principal causes of their prolonged 
convalescence. In some instances the infection spread, causing 
pyleonephritis, in one case with fatal results. In Schauta’s cases 
67 had cystitis, 24 being in simple cases. In the cases I have col- 
lected there is a great difference in the frequency with which this 
complication is noted by the different operators, due, I think, to the 
care or otherwise with which the uritie has been tested. I have had 
the urine tested repeatedly in all my cases as also has Bonney, and 
the case was noted as one of cystitis when any pus was detected. We 
had this complication 7 times in our patients, and it is noted as 
having occurred in 53 of the 291 cases collected. 
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Secondary Hemorrhage. This is a rare complication. Wertheim 
has not noted it neither has Bumm, Schauta had one case. We had 
one case and it occurred 5 times in the 291 cases collected. It is of 
course due to sloughing from local sepsis. 

Abdominal wound. One of the most notable things about the 
convalescence of Wertheim’s operation is the comparatively large 
number of cases in which the wound fails to heal by primary in- 
tention. There may be a stitch abscess, a little local suppuration, 
or sloughing of the whole wound. This latter is a very tiresome 
complication. I have noted that it has nearly always been associ- 
ated with those cases in which odour of the primary growth was 
markedly and horribly offensive. It is due to infection, by an 
organism from the site of the primary growth, of the tissues whose 
power of resistance has already been lowered by the bruising caused 
by prolonged retraction of the wound edges, the slough having the 
same odour and appearance as the sloughing growth. This complica- 
tion occurred in 43 of 291 cases I have collected and in 5 of our own 
cases. 

In one of our cases a bacteriological sample was tested by Mr. 
Hillier and an anerobic organism isolated. 

Causes of death. The commonest cause of death, no matter what 
the country or who the operator may be, is shock and heart failure 
due to the severity of the operation, in most cases on women whose 
health and power of resistance is already markedly depreciated by 
bleeding, septic discharges and pain. Most of Wertheim’s deaths 
have been due to this cause. In addition he has lost nearly all the 
remainder from peritonitis, sepsis, and ileus. Bumm has sent me 
rather more complete statistics on this point. His deaths were due 
to the following causes :—Sepsis 12, peritonitis 5, pyemia 4, shock 6," 
chloroform poisoning 1, pneumonia 2. Bumm, by a new method of 
operating, has reduced his mortality from 47 per cent. in 34 cases to 
15 per cent. in 40, and the sepsis as a cause of death from 38 per cent. 
to 5 per cent. Schauta gives the causes of his deaths as follows :— 
Shock 8, peritonitis 8, pelvic suppuration 5, pneumonia 3, volvulus, 
secondary hemorrhage, intestinal obstruction, and pulmonary 
embolus, 1 each. 

My three deaths were due to shock, and I find the following 
causes in 313 cases collected :—Shock 19, peritonitis 15, pyemia 1, 
cellulitis 2, uremia 1, secondary hemorrhage 3, primary hemor- 
rhage 1, chloroform poisoning 2, intestinal obstruction 3, heart 
disease 2, acute bronchitis 1, not stated 8. 


Some points in the technique of Wertheim’s operation. 

Fat patient. If the patient is fat the difficulty of carrying out 
the operation is very great and at times the operation becomes im- 
possible. Wertheim himself had to abandon one case for this reason. 
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Cardiac and pulmonary disease. It is unwise to perform this 
operation on any patient suffering from disease of the heart or lungs, 
the prolonged Trendelenburg position and the deep anesthesia 
militate very seriously against its ultimate success. Wertheim 
operated upon this class of case successfully with scopolamine for 
over a year, in 15 cases, only finding it necessary to employ slight 
general anesthesia towards the end of the operation. 

Preparatory treatment. Patients before this operation should be 
kept in bed at least a week, during which time they should be fed up 
and their health improved as much as possible by hypodermic in- 
jections of the liquor strychnine minims iii twice daily, regulation of 
the bowels and any other treatment that may be indicated. This 
preliminary rest in bed, etc., is very important, since as we have seen 
the primary mortality in the majority of cases is due to shock. The 
preliminary local treatment is of equal importance, in fact in some 
ways it is as important as any part of the operation. In all our cases 
except one, the growth has been scraped and cauterised some few 
days before the main operation. The vagina has also been douched 
twice daily with formalin (1 in 1,000), and in addition the growth 
has been thoroughly swabbed with peroxide of hydrogen (10 vols.) 
two or three times, and again finally just before the operation 
when the patient is under the anesthetic, after which the vagina is 
plugged with sterile gauze which is withdrawn with any debris when 
the clamp is applied. 

There are certain drawbacks in thus treating the growth before- 
hand. The patient has to have an anesthetic twice, and the inflamma- 
tion subsequent to the cauterisation sometimes, I think, makes the 
separation of the bladder more difficult and increases the danger of 
wounding it. Wertheim always scrapes and cauterises the growth 
just before the patient is anzsthetised for the main operation, and 
Russell Andrews tells me he finds this immediate treatment more 
successful although it increases the time of the operation by about 
ten minutes. He waits till the patient is anzesthetised. 

Bumm points out that in some patients formalin, when used in a 
strong solution, causes a necrosis of the vaginal wall and rectum, 
which increases the difficulty of the operation, and it does not by any 
means always destroy the septic microbes. He has tried covering the 
seat of the growth with pitch, glue and gum, but these do not fix 
themselves close enough to the living tissues, and he finds the only 
reliable method to be scraping and cauterisation. Great care has 
also to be taken when curetting the growth lest the curette enters 
the bladder, rectum, Douglas’ pouch, or perforates the cervix, so 
that when the abdomen is opened and the bladder separated there 
is an opening from the vagina into the abdominal cavity. All of 
these accidents have occurred. 

Hemorrhage. In advanced cases the enlarged cervix pushes the 
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ureter toward the pelvic wall, and the “ureteric canal” becoming 
obliterated, the separation of the uterine artery from the ureter is 
more difficult. Bleeding from small arterial vessels is easily dealt 
with, but at times the arrest of venous hemorrhage presents a 
great many difficulties. During the isolation of that portion of the 
ureter between the cervix and the bladder branches of the vesical 
plexus may be torn, these can as a rule be easily ligatured. The 
uterovaginal plexus of veins may also be injured during the separa- 
tion of the ureter, and as the parametrium is dissected out and the 
wall of the pelvis approached, the large venous plexus, communicating 
between the veins of the bladder and the hypogastric veins, may be 
wounded. There is also a large vein running transversely across 
the floor of the pelvis which may be wounded. The best means of 
stopping this serious venous hemorrhage is to clamp the bleeding 
spot with long fenestrated tongue forceps which are easy to tie over. 
At times clamping only makes the bleeding worse by tearing fresh 
holes in the vein, in which case the part must be plugged with gauze. 

Some surgeons advocate ligature of the internal iliac artery as a 
routine method to prevent hemorrhage. In the majority of cases 
the hemorrhage is never serious enough to warrant such a procedure, 
and there is a certain amount of danger in doing it. Cullen reports 
a case of gangrene of the leg with amputation due to ligature of the 
internal iliac artery. Of course if the bleeding is very dangerous, 
this vessel may have to be ligatured as happened in one of Bonney’s 
cases, or one or more pair of long clamp forceps may have to be left 
on the bleeding spot as in one of my own. 

Ureter. The ureter is best found by rubbing the posterior layer 
of the broad ligament between the finger and thumb and, on identi- 


fication, can be exposed by rough dissection, after which an aneurism 


needle can be passed under it just as it approaches the cervix. Great 
care should be taken not to “clean” it too much, as this means 
injuring its vascular supply, and for the same reason it should not 
be isolated more than sufficient to pull it clear of the growth and 
parametric tissue. There is a great difference of opinion as to what 
treatment should be followed if the ureter is cut. I think the best 
thing is to tie the cut end and leave it in the hope that the cor- 
responding kidney will atrophy. If it does not, nephrectomy can be 
performed at a later date. The ureter has been many times success- 
fully reimplanted in the bladder after accidental division or resection 
for growth, but this considerably prolongs the time of the operation, 
is often not successful, and if it is, the end of the ureter is in great 
danger of becoming constricted by the scar in the bladder and so 
causing kidney disease. If a uretero-vaginal fistula results, it will 
often heal spontaneously, and if not, before proceeding to nephrec- 
tomy, the opening into the vagina may be cauterised with sulphate of 
copper or iodine, and in many cases it will close. 
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Some authorities advocate the introduction of ureteral bougies 
before the operation is commenced. I have never done this, and 
cannot see what advantage it has except perhaps in very fat women, 
as the ureter can be identified quite easily after a little practice. 
On the other hand the treatment may do harm. It certainly increases 
the time of the operation, and cases of hemorrhage and inflammation 
of the ureter have occurred after bougies have been introduced. 

Bladder. The bladder is best separated by downward pressure 
with a swab assisted when necessary by a few short snips with a pair 
of blunt pointed scissors. There is great danger of wounding the 
bladder at this stage of the operation. If the bladder has been 
accidentally injured or a piece of it purposely resected, it is very 
often a very difficult and lengthy procedure to suture the opening 
properly, situated as it is at the junction of the posterior wall and 
trigone, and also because of the fact that sepsis so frequently occurs 
in this situation, and after operation the sutures are less likely to 
hold. Russell Andrews tells me that he has in 3 cases very success- 
fully and rapidly repaired the wound, after he had intentionally 
resected a portion of the bladder for growth, by suturing the vagina 
over the opening. 

Time of operation. The time occupied by the operation must of 
course vary with the severity of the case. In this operation, perhaps 
more than any other, one has to be a miser of one’s minutes, since 
the operation, except in the very early cases, is bound to be prolonged 
and in many cases very prolonged. My experience of pelvic surgery 
tells me that up to 60 minutes most women can stand the anesthetic 
and manipulations without any appreciable harm. After an hour 
every minute is on the debit side, and this is more marked when 
operating upon patients already depressed by hemorrhage and 
perhaps sepsis. A very early case can be finished somewhat under 
the hour, an advanced case may take 2 to 3 hours; 26 of our cases 
were advanced, and our average time has been 89 minutes, the 
shortest being 55 minutes and the longest 145. 

General sepsis. Next to shock, sepsis is the commonest cause of 
death following the operation, and probably many deaths attributed 
to delayed shock are really due to this cause. The operator is never 
safe from the danger of sepsis, streptococci having been found 
locally in quite early cases. If the patient has fever beforehand the 
prognosis is bad. 

The bacteriology of Wertheim’s operation. The value of 
systematic bacteriological examinations in cases of carcinoma of the 
cervix, both before and during the operation, is insisted upon by 
Liepmann from Bumm’s clinic in Berlin. His procedure is as 
follows :—Three long-handled sterile swabs are taken and inoculated 

(1) From the carcinomatous ulcer exposed by Doyen’s specula as 
soon as the external genitals have been disinfected. 
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(2) From the peritoneal cavity as soon as it is opened. 

(3) From the interior of the growth, the glands, or parametrial 
tissue, the surface of the masses being first sterilised by a glowing 
knife, and the tissues being incised by a sterile knife. The three 
swabs are each placed in a sterile Petri dish as soon as they are taken 
and transferred to the laboratory where bouillon tubes are inoculated. 

Liepmann thus gets his “three swab test.” The first gives the 
primary bacterial content of the carcinoma, the second of the peri- 
toneal cavity, and the third of the parametrium and glands. In 
only one of more than 100 cases had complete sterility been procured 
throughout. In this case the operation lasted 2 hours 10 minutes, 
the carcinoma was broken into during the separation of the bladder 
and the peritoneum was closed without drainage. Nevertheless re- 
covery was nonfebrile and uninterrupted, and the patient passed 
flatus on the first day, showing absence of intestinal paralysis. 

In all other cases streptococci have been found, either in pure 
culture, or along with staphylococci and bacilli. Streptococci from 
carcinoma possess an extremely high virulence, especially for the 
peritoneum. 

Although it has been shown that peritoneal streptococci are non- 
hemolytic, and streptococci from carcinomata are markedly hemoly- 
tic, and although hemolysis has been considered to be a test of the 
virulence of streptococci, Liepmann has not used hemolysing media 
but has relied upon the clinical course of the cases. 

Where streptococci were found in the peritoneal cavity and drain- 
age was not employed, the fate of the patients was, with few 
exceptions, sealed. Thus in one case where the operation was easy 
and short, lasting only 1 hour 23 minutes, where streptococci in long 
chains were found in the carcinoma and in the peritoneal cavity, the 
patient died from septic infection on the fourth day. 

Influenced by Liepmann’s bacteriological findings, Bumm pro- 
ceeded to leave the peritoneum open and to employ drainage from 
below with the following results :— 


No. of Cases No. of Deaths 
operated No of from Septic 
upon Deaths Infection 


Prior to July 1907 (peritoneum closed) 34 16=47% 12=38% 
Since July 1907 (peritoneum open, 
drainage from below)... ... ... 40 6=15% 2=5 % 


Liepmann believes that it is not the magnitude of the operative 
procedures which accounts for the high mortality of Wertheim’s 
operations, but that it isdue to operating ina bacteria-laden medium, 
1.e., to sepsis. 

As a precaution against sepsis Charles Ryall passes a sound into 
the uterus before the operation in case a pyometra is present, this 
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condition being a very serious complication as, during the operation, 
pus may escape through the holes made by the volsellum or in some 
other way. We had 1 case of pyometra and in 291 cases I have 
collected there are 7 examples. 

As a further precaution against sepsis the vagina should be 
swabbed out with perchloride of mercury 1 in 2,000, after the clamp 
has been applied and the gauze packing withdrawn, but before the 
vagina is divided, and during the section of the vagina, the sur- 
rounding pelvic tissues should be well protected by swabs. It is also 
better to use a new set of instruments and gloves for suturing the 
abdominal wall. 

Laceration of the cervia. At times, if the ulceration is far ad- 
vanced and the preliminary scraping has removed much tissue, when 
traction is made upon the uterus with the volsellum during the 
radical operation, the body is torn away from the cervix. This, 
though unpreventable, is a most unfortunate complication, because 
the field of operation must be infected. Under these circumstances, 
as also in the case of pyometra, when the pus has oozed through the 
holes, we have found the best thing to do is to cover the body of the 
uterus or the remains of the cervix, whichever it may be, with a 
swab and clamp it in position with the volsellum. This accident 
occurred in two of our cases, and increased the difficulty of the 
operation. 

Local sepsis. I have already drawn attention to some particulars 
of local sepsis when mentioning sloughing of the abdominal wound. 
The more thorough the preparatory treatment and the less the traction 
on the wound edges, the rarer will this complication be. To prevent 
its occurrence I have covered the wound edges with various materials, 
and have found the material suggested by Bonney—thin sheet india- 
rubber, stitched over the raw edges of the wound, so that it overlaps 
the skin and peritoneum respectively for about three inches,—to be 
the best. 

Clamps. There are various shapes of vaginal clamps on the 
market all fashioned more or less after the pattern of Wertheim. A 
certain difficulty and danger is associated with the use of this class 
of forceps. It is sometimes very difficult or even impossible to fix 
the clamp across the vagina if the growth has extended far outwards, 
a difficulty which has caused several surgeons to give up using the 
clamp and to devise other methods of preventing local cell implanta- 
tion. Then if the growth is at all extensive there is a special danger 
of including the ureter in the heel of the clamp when the latter is 
being fixed. I have with Bonney invented an instrument which we 
think obviates this difficulty and danger, and at any rate it is very 
easy of application and very effective for the purposes required. 

Bumm objects to using a clamp for two reasons :—One is that 
just stated, and the other which he considers the most important is 
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because he finds that its application prevents the perfect removal of 
the parametrium. To apply any clamp the parametrium has to be 
divided along the sides of the cervix so that after the uterus is 
removed there is still a certain amount left, and the lymphatic 
channels have been opened, increasing the risk of cell implantation. 
Bumm argues that the parametrium and cellular tissue can only be 
properly separated when the vagina is cut through before the separa- 
tion commences. For this purpose he packs a swab close up against 
the cervical growth and then separates the vagina well below this at 
the junction of its middle and lower third. The “cuff” that is thus 
fashioned is sewn together over the swab, and the rest of the vaginal 
wall is thoroughly disinfected. This takes 10 minutes. A new set 
of gloves and instruments having been obtained, the patient is placed 
in the Trendelenburg position and the operation continued per 
abdomen. After the ureter has been separated and the uterine artery 
ligatured, the rectum is separated from the posterior vaginal wall 
till the cut end of the vagina is reached. The hand then pulls up 
the growth encased in the bag of vagina and gradually the uterus, 
parametrium and cellular tissue, is separated from below upwards 
and outwards, as far as the lateral wall of the pelvis, in one piece. 
Drainage. We have not drained any of our cases. I omitted, 
when sending out my circular, to make any enquiry on this point, 
but I know that several surgeons with a considerable experience have 
now given up drainage. Schauta drains the supra-vaginal cellular 
space and not the peritoneal cavity because of the danger of ascend- 
ing peritonitis from the large cavities left. Drainage was employed 
in the early days of the operation, but the results were not en- 


couraging. At this time the lateral pouches formed by the dissection” 


of the parametrium were packed with gauze which was covered by 
the sutured peritoneum, and the end the gauze was drawn through 
the vagina. On the other hand, since Bumm has drained the peri- 
toneal cavity he has reduced his mortality from 47 per cent. to 15 
per cent., and his deaths from septic infection from 38 per cent. to 
5 per cent. Bumm douches the cavity left at the end of the operation 
thoroughly with 6 to 10 quarts of normal saline solution, which 
escapes through a tube put in the vagina, he then sutures the peri- 
toneum over the lateral pouches as far as the external angles of the 
vagina, the vesical peritoneum to the anterior vaginal wall, and the 
rectal peritoneum to the posterior vaginal wall. The vagina is then 
in communication with the peritoneal cavity, the lowest part of 
which is packed with sterile gauze which presses upon the lateral 
pouches and the end of which is drawn into the vagina By the 
employment of this method, not only has the death rate from sepsis 
been markedly decreased, but ulceration of the abdominal wound is 
much rarer and the number of convalescences free from fever has 
been much greater. . 
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Exploratory laparotomy. I have already insisted upon the great 
difficulty one experiences in diagnosing clinically the exact 
stage of the disease in these cases. With vaginal hysterectomy 
it has been customary to rely on the lessened mobility of the 
uterus and induration as a contra-indication, and yet such a con- 
dition may be present and due to old inflammation, adhesions and 
salpingitis. Unless, therefore, by the local ulceration it appears 
that the case is absolutely hopeless, I think it is good surgery, in cases 
of doubt, to give the patient the benefit of an exploratory incision 
which, in itself, is without danger when the local condition can be 
carefully examined. By following this method a certain number of 
patients will be saved who are otherwise doomed. Acting on a sug- 
gestion of Lewers I have asked for information on this point, and 
find that in the 298 cases I have collected exploratory laparotomy 
was performed 23 times without the operation being continued. 

I also asked for a return of incomplete operations where, owing 
to an error in starting, or to some insurmountable difficulty arising, 
the operation has to be abandoned, and I have collected 8 examples 
of this. 


Cystoscopic examination. In only a few cases will a cystoscopic 
examination of the bladder give any information as to whether the 
carcinoma is advanced or otherwise. Schauta examined 158 cases 
with the cystoscope, and found bullous edema of the bladder, 
swelling of its base, and dragging of the ureter in 95, of which 
7 were early cases, 10 moderate, 27 severe, and 51 inoperable, and 
negative signs in 63, of which 15 were early, 18 moderate, 24 severe, 
and 6 inoperable. 


The choice of cases. Patients who are very fat or who suffer from 
cardiac, pulmonary, or renal disease form very bad subjects for 
this operation and should be left alone. Other things being equal 
the younger the patient is the better, although a considerable 
number of patients over 60 years of age have been successfully 
operated upon. Schauta had a patient 78 years of age, Bumm 
one 103. 


The radical operation for advanced cases must have a higher rate 
of mortality and a lower percentage of cures than when it is per- 
formed for early cases, and it is in these latter that I think the 
operation is most particularly indicated. 


The following summary of 30 cases includes my own, 16 in numbez, 
and 14 of Victor Bonney’s whom I assisted. 


Number of patients operated upon oF Wertheim’s method 30 
Ureteral fistula from necroses ... 
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Vesicovaginal fistula... 

Rectovaginal fistula .. 

Cystitis 

Secondary 

Sloughing of abdominal wound 

Glands removed and submitted to sxienmnegion’ ex- 
amination in all cases, in 9 carcinomatous. 

Causes of death, 5 in number, shock a short time after 
operation. 


oe 


The following figures have been sent me in private communication and 
contain the latest results of the respective operators :— 
Professor Vurr, Halle a S. 


From October 1908 to January 1909, 21 operations by Wertheim’s 
method: 10 cases advanced, 9 cases moderate, 2 cases early. 


Time of operation ... . 30 to 70 minutes 


Anesthesia in all cases nedullary (Stovain Billor). 


Aveustus Poxosson, Lyons. 
Ist series—November 21st 1904, to — 1905. 


2nd series—July 1908, to December 1908. 


8rd series—1907. 


4th sertes—1908. 
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Prof. Polosson had 36 consecutive cases, October 1906—1907, without a 
death, 


Tue CLAMP. 
The dotted outline represents the uterus, appendages, parametrium and vagina. 
The lower handles are used when applying the instrument, the upper handles when 
clamping the vagina. (Makers, Maw & Sons, Aldersgate Street.) 
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Pre-Maternity Hospital Practice: A Series of Thirty 
Cases of Morbid Pregnancy Treated in the 
Royal Maternity Hospital, Edinburgh, during the 
Autumn Quarter of 1908. 


By J. W. Batiantyne, M.D., F.R.C.P.E., 


Physician to the Royal Maternity Hospital, Edinburgh, and Lecturer 
on Midwifery and Gynecology in the Edinburgh School of 
Medicine for Women. 


Continued from p. 107. 


Cases of Accidental Hemorrhage. 


Four cases of accidental hemorrhages were treated during the 
quarter. All the mothers recovered, but, of the infants, one survived, 
one died after leaving the hospital, one died in six hours, and one 
was deadborn and macerated. In all the cases labour occurred after 
a few days in the Hamilton ward: in one instance at the ninth 
month, in one at the seventh, in another at six and a half months, 
and in the remaining case at the sixth month. 


Case 9. Mrs. S., aged 36, aquintipara, was admitted on August 3, 
with the following history. She last menstruated on January 13, 
1908, and was now at the sixth month of pregnancy. Nine weeks ago 
she had some uterine hemorrhage, not following any special exer- 
tion: it continued for three days, stopped for three days, and then 
recurred in the form of a sudden gush which filled a bowl. Four 
days later another gush took place while she was walking in the 
street. She got advice at Leith hospital and was treated at her home 
for about two months. Sometimes she went as long as ten days with- 
out hemorrhage, but it always recurred. She had had four previous 
pregnancies—in 1896, 1899, 1901, and 1904—all ending normally. 
Three years ago she developed signs of pulmonary phthisis, and was 
under treatment for eleven weeks in Pilton hospital; with the excep- 
tion of night-sweats, she had not shown any tubercular symptoms 
since. In October 1907 she was admitted to Leith hospital for liver 
disease (cholecystitis); operation was contemplated, but it was 
thought that her general condition did not warrant it. Since then 
she had become pregnant and had suffered as above stated. For a 
few days before admission she had been using 7 or 8 diapers a day, 
and had been troubled with pain in the back. On admission, she 
was put to bed, the bowels were cleared out, and a morphia supposi- 
tory (} gr.) was introduced. The pulse was 88 and the temperature 
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98°. Three days later (August 5) labour came on, and in about 
four hours a female infant, weighing 3 lb. 3 oz. and corresponding in 
development to six and a half months, was born. Immediately after 
labour the temperature was 99°2° and the pulse 84; the next day 
100°4 and 96; on the third and fourth days of the puerperium the 
temperature was subnormal and the pulse varied from 82 to 94, and 
the patient complained of sickness and of pain over the region of the 
gall-bladder, for which turpentine stupes were applied, and an 
enema was given along with Henry’s solution. On the fifth day 
after delivery she had a rigor, her temperature ran up to 102°, and 
her pulse was 140. She was markedly jaundiced and there was great 
tenderness over the gallbladder. The lochia! discharge was not 
offensive. On the following day the temperature fell to normal and 
the pulse to 104 in the morning and 94 in the evening. Thereafter 
she made an uninterrupted recovery, the tenderness and jaundice 
gradually passing off. The pulmonary condition remained quiescent 
during her stay in hospital. The premature infant was treated out- 
side the hospital, and survived a few days. 


Case 10. Mrs. M., aged 39, a decipara, was admitted on 
August 2, 1908. She last menstruated on February 20, and on the 
day before admission she had a flooding which she ascribed to lifting 
a heavy weight. She went to bed, but the bleeding continued 
although in diminished amount, and she had a sharp pain in the 
lower part of the abdomen in front. As she was no better on the 
following day she came into the hospital. She was a small, delicate 
woman, badly nourished and anemic. She had had nine previous 
pregnancies. The fundus uteri was at the level of the umbilicus; no 
foetal heart was heard, but foetal movements had been recently felt. 
The vaginal examination revealed a soft cervix, the os externum 
admitted one finger and the os internum was slightly open. There 
were no labour pains, but there was sharp pain and tenderness on 
palpation in the right iliac region. The bowels were cleared with an 
enema, and a } gr. morphia suppository was inserted. For a fort- 
night she was kept strictly at rest, the bowels were emptied by means 
of enemata, and the pain gradually lessened and the bleeding was 
reduced to a few drops. No fetal heart could be heard during this 
time. The temperature never rose above normal, and the pulse varied 
from 80 to 88. On August 14 she began to have pains resembling 
those of labour, and on August 16 she was delivered of a dead female 
six months’ fetus, showing maceration corresponding to a period of 
about a fortnight, and weighing 1lb. 130%. There was no special 
hemorrhage at the time of birth; the placenta showed old hemor- 
thages, however, and there were some organized clots. The puer- 
perium was quite normal, and the patient left the hospital well on 
the thirteenth day. 


| 
W 


Ballantyne: Pre-Maternity Hospital Practice 171 


Case 11. Mrs. K., et. 39, was admitted on August 26, 1908. 
She had last menstruated on December 6, 1907. She had had 
thirteen previous pregnancies and three miscarriages. Her three 
first infants had died young; the oldest living child was 14 and the 
youngest 4 years. She had had twins, one of whom died in 5 days 
and the other in 6 months. She was treated in the hospital in the 
July of 1907, having the aborting uterus cleared out. On August 23rd, 
1908, a sudden hemorrhage came on while the patient was sitting in 
a neighbour's house. She was at first attended outside the hospital : 
she was put to bed, the lower bowel was cleared out with enemata, 
and a }gr. morphia suppository was inserted. No further hemor- 
rhage took place for four days; then she had another bleeding, and 
was brought into the hospital. She had the signs of a pregnancy of 
about the eighth month; the foetal heart could be easily heard and 
the foetal parts and movements easily felt. The vaginal examination 
revealed a shortened cervix with an os that admitted one finger; a 
little bleeding was going on. With rest in bed the bleeding ceased, 
and the pregnancy went on for eight days. Labour occurred on 
September 4th, nine days after admission. There was slight hemor- 
rhage both in the first and second stage, and then with two strong 
pains the infant and the placenta were born together, some large 
clots, some of them organized, coming away at the same time. The 
child, a female, weighed 7 1b. 40z., and the placenta 2lb. Both 
mother and infant did well. No cause could be found for the acci- 
dental hemorrhage. Quinine was given during the puerperium. 


Case 12. Mrs. N., aged 25, a secundipara, was admitted on 
September 14. She had had one pregnancy, two years previously, 
when she gave birth to a living female child. She was now at the 
seventh month of her second pregnancy. Early on the morning of 
September 14 she took a sudden hemorrhage; she had strained her- 
self lifting a heavy chair the previous night. She was seen by Dr. 
Oliphant Nicholson who sent her into hospital. She was noticed to 
be very pale and anemic on admission; but the os uteri was closed 
and bleeding had ceased. The bowel was cleared out with an enema, 
Five days later labour came on, and a premature male infant, weigh- 
ing only 4lbs., was born; it lived for six hours in the incubator. 
With the exception of a rise of temperature on the day of delivery 
(101°4 in the evening) the patient made an uninterrupted recovery. 
Her previous health, however, had not been good; eight years pre- 
viously she had been markedly anemic, and had suffered from in- 
digestion necessitating hospital treatment in Glasgow; a year ago 
she had a similar attack. 


Cases of Placenta Previa. 

During the quarter there were three cases of placenta previa 
which received prematernity treatment. All the mothers did well, 
but the foetuses were premature and dead-born. 
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Case 13. Mrs. C., et. 39, a quartipara, was admitted on August 
1lth. She had had three previous labours and one miscarriage; she 
last menstruated in January and felt foetal movements on May 2Ist. 
The present pregnancy was complicated from the beginning, for the 
patient had a severe bleeding after six weeks’ amenorrhea, and there 
was another in a fortnight. On both occasions blood and clots were 
expelled in considerable amount. Dr. Cameron, of Loanhead, kept 
the patient at rest for 6 weeks, but a week after rising she had 
another hemorrhage. Then for 2 months the bleeding stopped, only 
to begin once more, recurring every fortnight. In July, when she 
was at the sixth month, she had another severe hemorrhage and 
fainted. She was sent into the hospital on August 11th. She was 
found to be very anemic and to have a sallow complexion, suggestive 
of pernicious anemia. Her pulse was 72 and the temperature 97°. 
The abdominal examination revealed a six months’ pregnancy; the 
foetal heart could be heard and the movements and parts felt; the os 
uteri was closed; no bleeding was in progress. She had a very pain- 
ful urethral caruncle, which, she said, had been twice operated upon 
in the Glasgow Royal Infirmary; there was tenderness along the 
whole course of the urethra. The urine showed neither sugar nor 
albumen, and the blood was found to indicate simple anemia from 
loss of blood. 

The patient was put to bed, and the bowels were kept open by 
means of enemata and occasional doses of castor oil. Various forms 
of iron were given for the anemia, and finally it was found that she 
did best on Oppenheimer’s bipalatinoids containing 5 gr. of Blaud’s 
pill, a thirtieth of a grain of arseniate of soda, and a quarter of a 
grain of extract of nux vomica. There was a good deal of heart- 
burn. For a month she was kept at complete rest; then as the bleed- 
ing seemed to have stopped she was allowed to get up for an hour or 
two daily, and ultimately for the whole day. 

On October 6th, nearly two months after admission, labour pains 
began slightly, but the os was not dilated and there was very little 
hemorrhage. The next morning there was a severe bleeding. The 
os was dilated manually (under chloroform) up to three fingers, when 
the edge of the placenta could be easily felt overlapping the os and 
partly separated. Since the membranes were not ruptured, bipolar 
version was performed and the presentation changed from a face into 
a breech. The membranes were then ruptured and a leg brought 
down; but the cord was noticed to be pulseless. Half an hour later 
the fetus was born dead; it was a female, weighing 5 lb. 10 0z., and 
having an emaciated appearance. An hour later the placenta had 
not come away, and it had been found impossible to expel it by the 
Credé grasp. On examination the afterbirth was found to be ad- 
herent to the lower uterine segment, with which it was united by 
fibrous bands; with considerable difficulty it was taken away piece- 


4 
H 

i 
j 
if 
i 
i 


Ballantyne: Pre-Maternity Hospital Practice 173 


meal, and an intra-uterine douche at 120° was given. The patient 
was much collapsed, but under ergotine and strychnine hypodermic- 
ally, and saline injections containing adrenaline per rectum, she 
recovered. On the second day of the puerperium the temperature 
rose to 101°8 and the pulse to 100, and for several days the pulse re- 
mained between 90 and 100 and the temperature fluctuated from 
99° to 100°. Vaginal douches were given, as well as the routine 
puerperal pill (containing 1} gr. each of sulphate of quinine and 
extract of ergot and } gr. of extract of nux vomica) and some quinine 
and salicylate of soda in addition. An awkward complication was 
found in the urethral caruncle, which made the use of the catheter 
very painful, and yet the patient could not pass water without it. 
The second week of the puerperium, however, was normal; and the 
patient made a complete recovery. 


Case 14. Mrs. E., aged 31, a secundipara, was admitted on 
October 8, 1908. Her last menstruation was on February 29th. At 
the fourth month she had a slight bleeding, lasting ten days, for 
which she was treated at one of the London hospitals. After that 
the pregnancy went on normally, save for some pain in the left iliac 
fossa, till the day before admission, when she lost about three 
tumblerfulls of blood. Dr. Webster sent her into the hospital with 
the diagnosis of placenta previa. Her previous health had not been 
good : she had suffered from nervousness and insomnia, and had had 
scarlet fever, jaundice, measles, and quinsy. Two years ago she was 
delivered of a child at a London hospital; it was dead born; there 
was no bleeding before its birth. The patient was kept at rest in 
the Hamilton ward for four days, and was then allowed at her own 
request to go home where her presence was urgently needed. There 
was no bleeding during these four days, and the os only admitted the 
tip of one finger. Within twelve hours, however, she was brought 
back, having had a severe hemorrhage ; the same evening (October 13) 
labour pains came on, and, as there was much bleeding, version was 
performed and a leg brought down. This checked the bleeding, 
but the second stage was long and the patient was collapsed. The 
child, a male, was premature (8th month) and dead born; it weighed 
5 1b. Saline injections were given and strychnine hypodermically. 
Her pulse continued fast for some days and her temperature touched 
99 two or three times; but she made a good recovery, leaving the 
hospital on October 24 (twelfth day of the puerperium). 


Case 15. Mrs. M., et. 36, an octipara, was admitted on October 6, 
1908. Her last menstruation was on February 2nd, 1908, so that she 
had completed the eighth month of pregnancy. 

On the day of admission the patient was standing quietly when 
she suddenly felt something coming from her and saw some drops of 
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blood on the floor; this was at midday, and at four o’clock she felt so 
alarmed that she came in a cab to the hospital. She had had no pain 
at all. After admission to the hospital no great amount of blood was 
lost. She was put to bed and put at complete rest, and the bowels 
were cleared out with an enema, The pulse was 76, and the tempera- 
turne normal. She was kept in bed till October the 21st, when she 
was allowed up for a little while. As she was walking across the 
floor a gush of blood came from her; this was the first return of the 
bleeding since she came in. Vaginal examination revealed that the 
os admitted two fingers, and that labour was in progress. In half 
an hour the hemorrhage was profuse, and the os admitted three 
fingers; the membranes were then ruptured, internal version was 
performed, and a leg was brought down through the cervix. Shortly 
afterwards uterine contractions came on and a dead, premature male 
infant, weighing 7 lb. 7 0z., was expelled. The placenta, which had 
been situated in the lower uterine segment (lateral placenta previa) 
came away of itself in a few minutes. Very little blood was lost 
after the leg was pulled down, but about three pints escaped just 
before version was done. She made a very good recovery, and left 
the hospital on the thirteenth day of the puerperium, having been 
in for a month. 
Cases of Abortion. 


Four cases of threatened miscarriage were treated inthe Hamilton 
ward during the quarter; in one of these abortion occurred on the 
fourth day after admission, in the other three pregnancy continued 
and the patients remained for a longer or a shorter time in hospital 
under treatment. 


Cases 16 and 17 presented no special features of interest. Both 
were married women, aged 22 and 24 years, and they were admitted 
to the hospital on the 16th and 15th August respectively. One was 
at the fourth and the other at the sixth month of pregnancy. Both 
suffered from some hemorrhage and pain in the back; in neither was 
the os uteri open; and in both the treatment, consisting of com- 
plete rest in bed and the clearing out of the bowels, was successful in 
averting the abortion. Their stay in hospital was for five and seven 
days respectively. 

Case 18. T.B., an unmarried woman, aged 31, was admitted on 
September 30. She had had one previous labour five years ago, but 
no miscarriages. She had last menstruated on July llth, so that 
there had been about two and a half months amenorrhea. Four 
days before admission some bleeding had occurred, but it was small 
in amount and soon stopped. On the 29th of September she was 
lifting some heavy weights, and bleeding recommenced, some clots 
coming away; as it continued on the following day she came into 
hospital. Her previous health had been good, save for the fact that 
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she had been treated about a year ago for varicose veins and ulcers 
on the left leg in the Royal Infirmary; she had not suffered from 
leucorrhea. She was anemic in appearance. Vaginal and bimanual 
examination revealed an enlarged uterus, corresponding in size to 
the period of amenorrhea which had passed; it was normal in posi- 
tion, and the os was slightly open. She was put to bed and kept at 
rest, a morphia suppository was given, and the bowels were emptied 
by means of an enema. It was hoped that the threatening. to abort 
might pass; but, four days later, a severe hemorrhage came on, with 
pain in the back, and, as the pulse rate had increased to 88 and the 
temperature rose to 100°2°, it was decided that the foetus was prob- 
ably dead and that the uterus should be cleared out at once. On 
examination, the os was found to be more dilated and a small piece 
of tissue (blood clot) was protruding. Under chloroform the os was 
dilated and the uterus was emptied of a broken up and somewhat 
fetid gestation sac. An intra-uterine douche was given, and a strip 
of iodoform gauze was passed into the cavity and kept there for 
twenty-four hours. A good recovery ensued and the patient went 
out on the seventh day. The fetus must have died at the time of 
the first bleeding. 


Casz 19. This case presented some anomalous features; on this 
account the patient was kept in hospital under observation for six 
weeks. Mrs. S., aged 32, was admitted on September 16, complaining 
of bleeding following upon twogmonths amenorrhea, for she stated 
that she had last menstruated on June 16. She also stated that she 
had had a complete abortion at the end of May after 3} months’ 
amenorrhea; the foetus came away first and was followed in four days 
by a fleshy mass (placenta). She stayed in bed for a week, but when ~ 
she got up the bleeding began again, so she consulted a midwife who 
gave her ergot. The bleeding was then absent for a fortnight, be- 
ginning again on June 16; then came a period of amenorrhea which 
lasted till August 1, when hemorrhage once more took place, as also 
on August 7. She saw a doctor on August 13; he examined her, and 
on her return home she passed a large clot. Two days afterwards 
another large clot came away. The bleeding continued, and on 
August 20 she was admitted to Leith hospital under the care of 
Dr. Haig Ferguson. On August 23 she was examined under chloro- 
form; a pessary was inserted and she was told that she was still 
pregnant. She remained in Leith hospital for ten days, and a week 
‘after her return home the pessary fell out. On September 6 there 
‘was some bleeding, and it occurred again in greater amount on 
September 11, when she sent for a doctor. On September 14 she was 
seen by Dr. Fordyce, and he sent her into the Maternity hospital. 

She gave a history of four previous pregnancies, three of which 
ended normally in 1901, 1903, and 1905 respectively, and the fourth 
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was the abortion of last May. There was no history of syphilis or 
gonorrhea. The uterus was found to be enlarged, having its fundus 
halfway between the symphysis pubis and the umbilicus; between it 
and the anterior abdominal wall lay coils of intestine as the percus- 
sion note revealed. On vaginal and bimanual examination the os 
was found to be soft but closed, and the uterus to be enlarged but not 
retroposed. No fetal heart could be heard. There was no fever and 
the pulse was normal. The patient was kept resting in bed, and the 
bowels were kept regular by means of enemata and occasional doses 
of castor oil. At first the effect of small doses of morphia was tried, 
and then, as some slight bleeding still occurred, tonic doses of ergot ~ 
were used. For a month the patient was treated in this way; if she 
was allowed up even for a few hours bleeding recurred, so almost 
continuous rest had to be insisted upon. Since the size of the uterus 
did not agree with the menstrual history (according to which con- 
ception must have taken place at the end of June) the possibility of 
a hydatid mole was kept in mind, but in the discharge no vesicles 
were ever detected. Further, the uterus went on steadily increasing 
in size, and on October 15 (supposed fourth month) the fundus was 
already above the level of the umbilicus, and the patient had felt 
quickening. The foetal heart, however, could not be heard. About 
ten days later, however, I believed that I could hear the heart, and 
I could certainly feel the foetal movements. There were still occa- 
sional slight bleedings; but the patient being anxious to return to 
her home, she was allowed to leave the hospital on October 28, pro- 
mising to come in again, if she felt worse. She believed herself to 
be four months pregnant, but all the signs and symptoms pointed to 
six and a half months. A possible explanation is that the abortion 
in May was not complete, but the evidence of the expulsion of a 
foetus and sac seems conclusive; even if this be so, however, there is 
the possibility that it was a twin gestation and that one sac and 
foetus was retained. The difficulty in accepting this view is found 
in the statement that the abortion of May was a 3} months one. We 
must wait now till events reveal the mystery. I heard from her a 
few days ago (December 8th), the pregnancy was going on, and she 
was well save for the fact that she occasionally lost a little blood. 
She intended to return to the hospital for her confinement. 


Cases of Retroversion of the Gravid Uterus. 


Two cases of retroversion of the gravid uterus were treated during 
the quarter. 

The first (Case 20) was that of Mrs. C., aged 27, admitted on 
September 19, 1908. Her last menstruation was in the beginning of 
July, so that her pregnancy was probably of the age of 2} months. 
She had for about a week had difficulty in passing water, had some- 
times felt the bladder to be uncomfortably full, and had then passed 
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a large quantity of urine. There was marked constipation. During 
the past few days a red discharge had taken place from the vagina, 
and it was for this that she had come for advice. On vaginal and 
bimanual examination the uterus, about the size of the age of the 
pregnancy, was found lying retroverted in the pouch of Douglas. 
The bladder was not now distended. Under chloroform the uterus 
was replaced and a Hodge pessary inserted; this was done with the 
patient in the Sims’ position. She was kept in hospital for a week, 
and then, the discharge having stopped and the pessary keeping the 
uterus in its place, she was allowed to go home and was to report 
herself in a month. This was her seventh pregnancy. 

The second case (Case 21) was that of Mrs. S., aged 24, pregnant 
for the third time, admitted on October 19, 1908. She had had 
amenorrhea for three months, and had been in good health till the 
day before admission when she began to have a heavy pain in the 
front of the abdomen; this increased and she thought she was going 
to abort. On admission to the hospital it was found that there was a 
tense and painful swelling in the abdomen extending up as far as the 
umbilicus. The catheter was passed and 70 oz. of urine drawn off. 
The pregnant uterus was felt lying to the back. Under chloroform, 
and with the patient in the Sims’ position, the uterus was replaced 
and a Hodge pessary inserted. She was kept in hospital for a few 


days. There was no further trouble with the bladder, and no signs 
of abortion. She went home, with instructions that she was to return 
at the fifth month. 


Case of “Habitual” Fetal Death. 

Mrs. M. (Case 22), aged 27, a quartipara, was admitted on 
August 26, 1908. She was recommended by Dr. Matheson, George’ 
Square, Edinburgh. Her first pregnancy ended in January, 1903, 
when she gave birth to a dead 6} months male foetus; her second 
ended in exactly the same way in April 1905; and her third in the 
same way in June 1907. In each case the foetus was a male, at about 
six and a half months of intra-uterine life. The medical attendant 
thought that the second child had been dead for about 10 days, and 
the third about 14 days. She last menstruated on January 15, 1908; 
after two months’ amenorrhea she consulted Dr. Matheson, who gave 
her some medicine; this she continued to take till the sixth month, 
when Dr. Haig Ferguson saw her and changed her medicine. She 
was advised to come into the Maternity hospital at the seventh month 
to have labour induced. She came in at seven and a half months, 
and stated that fluid had been coming away for three days and that 
she thought the membranes had burst. On admission she was found 
to be a healthy woman; a systematic examination of her organs 
showed no lesions of any kind. The size of the uterus corresponded 
to the seventh month; the fetal head was at the brim of the pelvis; 
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and the fetal heart could be heard very distinctly on the right side 
of the abdomen below the umbilicus, rate 140 per minute. The os 
uteri admitted the tip of one finger. Her previous health had been 
good and there was no history of serious illness and none of syphilis 
or gonorrhea. On August 27, the day after admission, means were 
taken to induce labour (quinine by the mouth, a Champetier bag in 
the vagina). On the afternoon of August 28, labour pains began; 
the fetal heart was then 132 per minute; the os was now the size of 
half a crown, position R.O.P. Four hours later the fetal heart was 
beating at the rate of 120 per minute. Three hours after this a male 
infant, corresponding in development to 74 months, and weighing 
4lb. 50z. was born in a state of asphyxia pallida. All efforts to 
resuscitate the child failed. The mother had a perfectly uneventful 
puerperium. A postmortem examination of the infant revealed the 
existence of foetal ascites; there was also some free fluid in the chest. 
The examination, therefore, showed a sufficient cause for the failure 
of the attempts at resuscitation, the diaphragm being prevented from 
acting by the fluid in the thorax and abdomen. The placenta showed 
no obvious naked-eye changes; but under the microscope both the 
cord and the placenta exhibited the changes in the vessels usually 
associated with the full term. 


Cases of Phlebitis in Pregnancy. 

There were two cases of phlebitis in pregnancy dealt with in the 
Hamilton ward. 

The first (Case 23) was that of Mrs. J., aged 35, who was admitted 
to the Maternity on August 25th, having been up to that date under 
treatment in the Royal Infirmary for phlebitis of the right arm. 
She had also an old-standing tubercular lesion at the apex of the 
right lung, quiescent at the present time. She last menstruated in 
December 1907, and she was therefore within a few days of the full 
term of this, her fourth, pregnancy. The phlebitis of the arm was 
practically cured ; but the patient was in a debilitated state, tempera- 
ture subnormal, pulse varying from 82 to 92. There was some dulness 
on percussion over the right pulmonary apex, where the breath 
sounds were almost bronchial in character but without accompani- 
ments. The patient was kept in hospital at rest; the bowels were 
kept acting normally and tonic treatment was followed. Eleven 
days after admission, viz., on September 4, labour pains came on, 
and two hours afterwards a full-time living male infant was born. 
The puerperium was uneventful until the seventh day, when the 
temperature ran up to 102 and the pulse, which had been much 
slower since delivery, to 110. The same evening, however, both tem- 
perature and pulse were normal again, and the puerperium ran a 
normal course. No explanation for the rise was forthcoming, either 
in the lung or in the arm; but it was noted that the three other 
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patients in the ward at the time all had similar rapidly-disappearing | 
high temperatures. 

The second case of phlebitis (Case 24) had some interesting 
features. Mrs. S., aged 32, was admitted, on the recommendation of 
Dr. Carmichael of Braid Avenue, on October 17, 1908. She last 
menstruated on January 24th, and she had had five previous preg- 
nancies all ending in normal labours. In two of these pregnancies, 
however, she had suffered from phlebitis; in both it came on at the 
seventh month; these occurrences were five and four years ago re- 
spectively. Further, seven years ago she developed phlegmasia alba 
dolens after her second labour. In all her pregnancies she had 
trouble with hemorrhoids. In June of this year, when she was at 
the fifth month she was in bed for four weeks with lumbago. On 
October 14th, four days before admission, she was getting up after 
having been in bed for two days with hemorrhoids, when she was 
seized with a sharp pain in the right leg. She returned to bed, and 
after four days, since the pain continued, she was sent into the 
hospital by Dr .Carmichael. On admission, it was noted that the 
internal saphenous vein and its branches in the region of the right 
knee were swollen and very tender; the limb itself was not swollen, 
and the phlebitis seemed to be quite localised. She was kept at rest, 
the bowels were regulated, the limb was surrounded with cotton 
wool, and occasional lead and opium fomentations were applied. 
Two days later, labour pains came on, and the patient was delivered 
of a full-time healthy living male infant. The confinement was 
normal. On October 23 (four days postpartum) her temperature was 
100°4 and the pulse 92. The veins of the right leg were still swollen 
and painful, therefore the opium fomentations which had been 
stopped were resumed. On October 31 the patient’s pulse was still 
rather rapid (over 80) but not so markedly so as on admission; but 
there had not been any signs of phlegmasia alba dolens. On 
November 1, however, the saphenous vein of the opposite side (the 
left) began to show the same swelling as that of the right side, and 
she developed a phlegmasia alba dolens which is running its usual 
course. She is still in the hospital (December 8). 


Cases of Heart Disease in Pregnancy. 


Two cases of heart disease in pregnancy were treated; but one of 
these was of a very mild type, and the other was interesting not so 
much on account of the cardiac condition as of the morbid state of 
the gums which led to the chief symptom which was hematemesis. 
A few sentences will suffice to describe the former case (Case 25) the 
latter will be discussed under another heading. Mrs. M., aged 26, a 
primipara, was sent into the hospital said to be suffering from mitral 
regurgitation causing swelling of the feet. Her last menstruation 
was in January 1908, and she was in the seventh month of gestation ; 
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she was admitted on August 19. She was pale in appearance, but 
not otherwise unhealthy looking. Physical examination revealed no 
dilatation of the heart, and the sounds appeared to be closed in all 
the areas. There was no albuminuria. The foetal heart was heard 
in the usual position. The patient was kept under observation for 
five days, and was then allowed at her own strongly expressed desire 
to return home, as her husband was ill. She returned on September 
29th (five weeks later) in labour, and was delivered, after a normal 
labour, of a living female child, weighing 71lb. 50x. The puer- 
perium was uneventful, and the baby did well. This was rather an 
instance of symptoms due to the anemia of pregnancy than of any 
cardiac valvular lesion; the existence of the Hamilton bed, however, 
enabled us to keep her under observation and to give her the small 
amount of treatment needed. 


Case of Gingivitis and Buccal Hemorrhage in Pregnancy. 


The patient (Case 26), Mrs. H., aged 33, an octipara, was sent 
into the hospital from Fife, said to be suffering from heart disease 
and grave vomiting of blood. She was admitted on October 10, 
1908. The history she gave was somewhat anomalous. She last 
menstruated in March, and in April she first began to bring up 
blood, half a tumberful in quantity and bright red in colour, not 
preceded by coughing or by any gastric discomfort or nausea. There 
was no retching, the blood simply welling into the mouth and being 
got rid of mixed with saliva. This phenomenon recurred on an 
average twice a day, and she sometimes lost as much as a pint of 
blood. This continued during the months of May, June, and July. 
She consulted a medical man who kept her in bed, gave her some 
medicine, and regulated her diet restricting it at one time to liquids. 
For five weeks she continued in this condition, the bleeding showing 
no tendency to abate; she then came into the hospital. The patient’s 
past medical history was not good; she had had scarlet fever and 
measles in childhood; she had rheumatic fever and chorea when 
fifteen years old; she had chorea again, although slightly, in her 
first pregnancy when she was twenty years old; and she had rheu- 
matic fever again eight years ago when she was twenty-five years of 
age. She had had a slight cough for some years along with some 
shortness of breath. Lately she had been losing strength and weight, 
and for five weeks had had night-sweats. Her menstruation had 
begun at the age of twelve, had always been free, and since her 
marriage it had occurred every fortnight except when she was 
pregnant or nursing. Her seven previous pregnancies and labours 
had been normal. Her family history was not good: two sisters had 
died of phthisis, and a brother and a sister had succumbed to heart 
disease following upon rheumatic fever. 

On admission the patient was found to be a fairly strong-looking 
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woman, whose face showed a slight degree of cyanosis. She had not 
the appearance of one who had been losing large quantities of blood 
for a long time. The heart was not dilated, but a presystolic mur- 
mur was heard in the mitral area. There were no signs of edema or 
other morbid state of the lungs; there were no indications of 
aneurism ; and the liver and kidneys were apparently healthy. The 
uterus was the size of a seven months’ pregnancy, and the fetal 
heart was heard in the usual position. For a few days after admis- 
sion the bleeding seemed to be less than usual; but on October 20 
there was a rather severe hemorrhage from the mouth; the blood did 
not come from the nasopharynx, nor did it appear to come up from 
the throat. When the mouth was held open and the tongue kept 
down with a spatula, the buccal cavity filled with blood in less than 
aminute. Painting the gums, which were somewhat spongy but not 
ulcerated, with adrenalin chloride checked to some extent the bleed- 
ing but did not stop it. Dr. Edwin Bramwell was good enough to 
examine the case about this time. He was impressed, as we all were, 
with the small evil effect which the recurrent considerable hemor- 
rhages had upon the patient’s general health. He could hearno mur- 
murs over the heart, but the first sound in the mitral area had the 
peculiar twang which is associated with stenosis of that orifice. The 
throat showed no abnormality save some enlargement of the left 
tonsil. There was some gingivitis, the gums being pale and soft but 
not ulcerated. Dr. Bramwell was of opinion that the cardiac con- 
dition gave no sufficient explanation of the bleeding; he inclined to 
the belief that the blood came from the gums; and he suggested the 
presence of a hysterical element in the case. As the result of observa- 
tions the patient was put on small doses of adrenalin, and had her. 
mouth washed out frequently with tannic acid, carbolic, and 
glycerine. It may be added that there were no signs of purpura or 
scurvy, and no history of mercurialisation. The patient was still in 
the condition which I have described when my quarter came to an 
end ; but I am informed that the extraction of some teeth in the early 
part of November caused a great improvement in the patient’s state, 
and that this was ascribed largely to the fact that she was prevented 
from sucking her gums. Soon after this she was sent home; the 
pregnancy was going on normally and was now in the eighth month. 
It may be added that during her stay in the hospital, a period of 
nearly five weeks, the temperature never rose above 99° nor the pulse 
above 96°; both were usually normal. 


Case of Chorea Gravidarum. 

The most serious and the only fatal case (Case 27) in the Hamilton 
ward during the autumn quarter was one of chorea gravidarum. It 
was that of Mrs. H., aged 25, admitted on September 20, 1908. I 
saw this patient in consultation with Dr. Van Someren, of Colinton, 
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on that day. For seven days she had been exhibiting choreic move- 
ments of the most exaggerated kind. On September 12 she had had 
a tooth extracted and had had cocaine injected into the gum; two 
days later (September 14) the movements began, and, as she had 
previously suffered from chorea, it was easy for her friends to re- 
cognize that they were of that nature; and they had continued 
practically without intermission ever since. She was lying, or rather 
tossing, in bed, dressed only in her combinations, for it was im- 
possible to keep any other garments or any bedclothes in position 
for more than a few seconds. She was constantly throwing her arms 
and legs about, her head was being jerked from side to side, her 
tongue was being shot out and drawn in again, her eyes were rolling 
in her head, and there were continual facial contortions and grimaces. 
This had been going on for seven days; there had been great diffi- 
culty in keeping her in bed; she had had almost no sleep, except for 
about four hours after the use of strong sedatives on the morning of 
the 20th, for the whole week; and it had been with the greatest 
difficulty that she had got some food and had relieved the bladder 
and bowels. There was no albuminuria. Her pulse was quick and 
weak. The whole clinical picture was strongly suggestive of the 
forms of hystero-epilepsy that one sees at the Salpétriére in Paris 
and of the demoniac possession that one reads about in the Bible. 
She was obviously very ill, and, since she was unable to get any 
proper nursing in her own home, a two-roomed house—indeed all 
her relatives were exhausted with watching her and keeping her from 
injuring herself—I recommended her removal to the hospital. 

Her previous history was interesting. When fourteen years of 
age she had chorea following upon a severe fright which she got 
from being chased by a drunken man—it is not known how long this 
attack of chorea lasted. She is said to have had an apoplectic 
(epileptic?) fit when nineteen years of age. She was married in July 
1907, and had a similar fit soon afterwards. Her last menstruation 
was in June 1908, and she was regarded as between the second and 
third month of her first pregnancy. She had for a long time suffered 
from rheumatic pains but had not had rheumatic fever. An aunt 
had been affected with chorea when young. 


She was admitted to the Maternity hospital on the evening of 
September 20. She was then in the same state of violent and con- 
stant movement as when I saw her in the country. She was accord- 
ingly placed on a bed made up on the floor and the movements were 
controlled as well as possible by sheets. She passed urine involun- 
tarily now and again. Under chloroform the movements gradually 
lessened and finally stopped, only to reappear as soon as the anesthetic 
was removed. An opportunity was taken to ascertain the pulse and 
temperature while she was under the anesthetic; they were both 100. 
During the thirty-six hours which ensued until her death from 
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sudden heart failure on the morning of September 22nd various 
attempts were made to give her rest and to increase her strength 
sufficiently to warrant us in emptying the uterus. A dose of 20 grains 
of chloral and 30 grains of potassium bromide only gave her some 
snatches of sleep; it was with great difficulty she could be got to 
swallow any nourishment; and her condition on September 21st 
showed no signs of improvement, the temperature rising to 101° and 
the pulse to 120. The movements continued almost as violently as 
at first, only a few minutes of rest being obtained by giving her a 
whiff of the anesthetic. She exhibited signs of grave collapse early 
in the morning of September 22, and in spite of strychnine and 
strophanthus and a saline infusion her pulse ran up to 132 per minute 
and then ceased to beat. No postmortem examination was granted 
by the relatives. 


Case of Gonorrheal Arthritis in Pregnancy. 


Case 28. Mrs. G., aged 28, a tertipara, was seen on August 9, 
1908, by one of the resident surgeons of the hospital. She was then 
suffering from swelling of the legs and feet; her wrists also and 
several of the joints of her fingers were both swollen and very tender. 
The urine contained no albumen. Her temperature was 101°5 and 
her pulse was 100. She was within a few days of the full term of 
her third pregnancy, and had had false pains on August 9. It was 
considered that she was suffering from an attack of acute rheumatism, 
so she was brought into the hospital and put upon 10 grains of sodium 
salicylate and 20 grains of sodium bicarbonate every two hours till 
the acuteness of the pain in the joints passed off. On September 12 
(in the evening) she gave birth to a male child weighing 8 lb. 2 oz. 
The infant showed a universal erythematous rash accompanied with 
scaling of the epidermis of an unusually marked type; in fact I 
thought at first that it was a case of fetal ichthyosis. I was fortun- 
ate in getting Dr. Low of the skin department of the Royal Infirmary 
to examine the case; and he thought that the condition might be due 
to the action of the salicylate of soda on the foetus while in utero. 
In a few hours after birth the infant developed a severe attack of 
gonorrheal ophthalmia, and this, of course, threw a new light upon 
the case. The eyes were washed clean every hour with boric lotion, 
and a drop of protargol solution (10 per cent.) was instilled daily. 
Under this treatment the ophthalmia improved greatly, but, as it was 
not quite cured when the mother left the hospital, she was advised to 
take the child for further treatment to the eye department at the 
Royal Infirmary. The mother’s recovery was impeded by the con- 
dition of the joints, which did not benefit much by the salicylate 
treatment. Her temperature was normal for the first week of the 
puerperium, but the pulse was fast (80 to 96); on the seventh day the 
temperature began to go up, falling in the morning; on the evening 
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of the eighth day it rose to 101°6° and the pulse was 102; thereafter 


the condition improved in every way and she left the hospital on 
August 26. 


Case of Hydramnios in a Twin Pregnancy. 


Case 29. A.S., 19 years of age, a primipara, was admitted to the 
hospital on October 3, 1908. She last menstruated on January 19th, 
and quickened in the middle of June; her abdomen was then so large 
that her condition was obvious to her companions. She never had 
any morning sickness. Notwithstanding the rapid increase in the 
size of the abdomen (which continued) the patient does not seem to 
have suffered from pressure symptoms to any extent; she had no 
trouble with the bladder, and the bowels moved regularly. She had 
some pain in the abdomen on the day of her admission to hospital. 
It was calculated that the pregnancy was still about three weeks from 
the full term; but the abdomen was enormously distended and felt 
very tense. The uterine swelling reached up to within three fingers’ 
breadths of the costal margins on both sides. Fluctuation could 
sometimes be elicited very easily, and at other times with difficulty ; 
there was no evidence of free fluid in the abdomen, the percussion 
note not changing its character with changes in the position of the 
patient. The os admitted the tip of one finger; no fetal heart could 
be heard and the foetal parts could be detected but with difficulty. 
On the following day the os was more opened up and a head 
could be felt above the brim in the right iliac fossa; something re- 
sembling another head was at the fundus. She continued in this 
condition for some hours, and, then, it was considered advisable to 
rupture the membranes. When this was done about a pint of liquor 
amnii escaped; a head presented; forceps was applied, and a female 
child, weighing 5 lb. 11 oz. was delivered. The uterus remained of 
the size of a full-time pregnancy and another foetus could be felt in 
it. The membranes of the second sac were then ruptured and about 
two and a half pints of amniotic fluid escaped; a hand presented, so 
the attendant pushed it up and brought down a leg, and completed 
the delivery by version. The second infant, also a female, weighed 
6 lb. 2 oz.; it lived for five days, but was always somewhat cyanosed. 
The first infant survived and was gaining weight when the mother 
left the hospital. This she did on the twelfth day, having made a 
thorough recovery. There was no postpartum hemorrhage. 


Case of Pelvic and Vaginal Contraction. 


Case 30. Mrs. M., a primipara, was in the hospital when I came 
on duty on August 1, having been admitted on July 27. Before that 
she had been a patient in the gynecological department at the Royal 
Infirmary. There was no great contraction of the pelvis but the 
vagina and the vulvar outlet were very narrow. Labour came on on 
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August 11; the presentation was found to be R.O.P., and rotation 
did not occur normally ; forceps was used and the head brought down 
on to the perineum; the vaginal orifice was so narrow that a double 
episiotomy was done to try to save the perineum; the perineum 
nevertheless tore badly, and four perineal and four vaginal stitches 
were needed to close it. Two of the perineal sutures gave way, so 
that the repair was only partial. The infant, a male, weighed 7 lb. 
20z.; it exhibited well marked facial paralysis for some days after 
birth. The mother had a temperature of 101° and a pulse of 100 on 
the second and third days of the puerperium, but thereafter both 
were normal; and, but for the failure of complete union of the 
perineum, she made a good recovery. She left the hospital after a 
residence of thirty days, of which sixteen were before labour. 


Sphere and Value of Prematernity Practice. 


From these records, we are, I think, in a position to form some 
idea of the sphere and value of a prematernity department in a 
Maternity hospital. They do not, of course, give a reliable estimate 
of the proportion of abnormal to normal pregnancies in practice, for 
among the labours dealt with in the hospital during the quarter there 
were several others that had had morbid pregnancies; neither do they 
give any indication of the frequency and evil results of miscarriages 
in the early months. They prove completely, however, that there 
exists a rapidly increasing demand among medical men for some 
place, a hospital or nursing home, in which morbid pregnancies can 
be kept under observation and suitably treated; and there were in- 
dications that the patients themselves were beginning to share in 
this feeling, some of the thirty cases referred to having entered the 
hospital on their own initiative, and in order to receive treatment 
during pregnancy. They also prove that many of the most serious 
cases in obstetric practice occur in the first half of pregnancy. It is 
doubtful whether in the past this has been fully recognized ; for such 
cases, if they proved fatal in the early months, would be reckoned in 
the ordinary mortality tables, and, if they survived till labour and 
then ended fatally, would be placed amongst the parturient or puer- 
peral deaths. Since it cannot be supposed that cases of morbid 
pregnancy are confined to what may be called the hospital class of 
patients, but are met with also in the middle and better class, it 
follows that there is a possibility of developing antepartum treat- 
ment similar to that given in the hospital on wider lines and either 
in the patients’ own homes or in private nursing homes. It needs no 
great powers of prevision to state that in fifteen or twenty years there 
will have arisen an important branch of obstetrics dealing with the 
management of abnormal pregnancies, and that there will then be 
many more men specially qualified to deal with such cases, on both 
medical and surgical lines whose advice and help will be increasingly 
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worth having. At present the treatment we have been able to give 
the patients in the prematernity department of the Edinburgh 
Maternity Hospital has been medical or obstetrical, but I foresee 
possibilities of surgical interference looming in the future, and it is 
more than likely that there will be developments in this direction for 
which provision will have to be made. The surgical treatment of 
eclampsia by renal decapsulation, although not received with much 
favour, is an indication of the trend of opinion in this sphere. 

I have already in my previous article (Brit. Med. Journ., 1908, 
vol. i, pp. 65—71) fully stated my views regarding the equipment 
and management of prematernity hospitals, wards, or beds, and have 
indicated the kind of cases which should be provided for in them; 
but I may here add one or two further conclusions to which I have 
been led by the work of the past quarter. It is a matter of great 
difficulty to do full justice to prematernity cases in a maternity 
hospital and with the ordinary staff of that institution. Patients 
before labour require different diet and regimen from what they 
need in the puerperium, and there is a want of elasticity in the 
management of a maternity hospital which makes it not very easy 
to cater and care for the pregnancy patients. The nursing also 
should be slightly different, so as to make it possible for nurses to be 
allotted to individual cases and to give medical or surgical as well as 
purely obstetrical care; as it is, the sudden calls and irregular work 
in a maternity hospital make it difficult to give this kind of attention. 
The medical officers also are hampered in their efforts to benefit the 
pregnancy cases by the other demands upon their time and strength; 
for instance, a resident surgeon who has been up twice during the 
night at an indoor forceps case and an outdoor postpartum hemor- 
rhage is not in the best condition for making blood filmsand carrying 
out the finer methods of urinalysis the next morning. These and 
other difficulties could be got over if my original proposal of a pre- 
maternity hospital in a semi-detached building could be carried out. 
Then, and only then, would the full value of pre-maternity hospital 
treatment be revealed. 


ERRATUM. 


On p., 94, for line 23 from top, read ‘‘ connection with an abortion: the patient had 
expelled a five months’” 
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What is the Pelvic Floor? A Criticism: in which the 
Position of the Urinary Bladder during the latter 


months of Pregnancy and during Labour is 
considered. 


By R. H. Paramore, M.D. (Lond.), F.R.C.S. (Eng.). 
Parr II. 


In his valuable “Atlas of the Female Pelvic Anatomy” (1884), Hart 
states that the bladder remains a pelvic organ throughout pregnancy, 
but at the onset of labour is drawn up into the abdomen by the 
contractions of the uterus, so that from being a pelvic organ it 
becomes an abdominal one. This opinion, as far as I can gather, 
is based on two frozen sections made by Braune; one representing 
the end of pregnancy, and the other the end of the first stage of 
labour. In the former, the part of the bladder shown (for these 
sections are only in the mesial plane) is below the level of the 
symphysis, and the peritoneal pouch is seen dipping below the plane 
of the pelvic brim; while in the other (Fig. 3, Plate xxii), “the 
peritoneum is stripped off the bladder, which is drawn above the 
pelvis by uterine action.” 

A reference, however, to the original drawings of the frozen 
sections (Braune: “The Position of the Uterus and the Fetus at the 
End of Pregnancy,” Eng. Trans., 1872) shows plainly enough that 
the topographical relations of the pelvic organs are far from normal. 

In the description of the first plate (Table A B) we read :— 

“. . . The portio vaginalis was, relatively speaking, situated 
deeply down; the greater part of it being in the left half of the 
body... 

“. . . The cervical portion of the uterus was seen lying strik- 
ingly low down in the vagina, dragging with it the empty and 
contracted bladder. The latter has slipped down so to speak from 
the inner surface of the symphysis, and the urethra, which is seen 
divided in the left half, shows a kind of bend. 

“. , . The external os uteri is here on a level with the lower 
edge of the symphysis pubis, whilst according to Moreau it is said 
to be on a level with the upper edge of the symphysis at the end 
of pregnancy; and B. Schultze figures it as situated still higher 
up.” 

Looking at the representation of the section, we see at once that 
there is a considerable descent of the whole pelvic floor and soft parts 
of the pelvis, although there is no extrusion of the viscera. Thus 
the tissues stretching between the coccyx and the anus, instead of 
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lying nearly horizontally, or only sloping slightly downwards as we 
trace them forwards, in this case descend almost vertically down- 
wards. The amount of pelvic floor projection is about four inches, 
instead of about one inch as usual. The external os uteri is placed 
below a line joining the inferior margins of the symphysis and the tip 
of the coccyx; the vagina is nearly vertical ; and the bladder, which is 
small and contracted, is placed immediately in front of the cervix 
below the lower uterine segment; whilst there is a great mass of 
tissue immediately beneath, and descending a considerable distance, 
below the symphysis. 

The author says:—“The body, which was brought to the dis- 
secting-room soon after death and still in a state of rigor mortis, was 
that of a young woman 25 years of age who committed suicide by 
strangulation in the last month of pregnancy. Except the very 
visible impression, caused by the rope round the neck, there was no 
trace of external injury. The genital organs were in a state cor- 
responding to that period of gestation—uniformly hyperemic, and 
there was no evidence that they had suffered any external injury.” 

Although the author considered the woman had previously had 
a child, there is no evidence of prolapse of the viscera having existed 
previous to death; and descent of the whole pelvic floor to such an 
extreme degree during life without the extrusion of a part of some 
viscus through the vaginal orifice, is so improbable as to be negatived, 
yet the vertical descent of the ano-coccygeal tissues points to this. 
It is evident the section cannot be accepted as showing what is pre- 
sent in the normal, and the only explanation seems to be that the 
change is a post-mortem one, due to the yielding of the dead pelvic 
floor in consequence of the increased pressure and weight of the 
abdomino-pelvic viscera, the result of the pregnancy, and perhaps 
caused by placing the body in the freezing mixture in a vertical 
position. For although no statement is made as regards this point, 
I find that Barbour, in his “Anatomy of Labour” (1889, p. 50), in 
describing a frozen section of a sextipara, who died in the first stage 
of labour, explains the unusually low position of the bladder, which 
he found in this case,! to two factors: “the patient had a lax pelvic 
floor with a tendency to bulging of the anterior vaginal wall, and 
the body was frozen in the erect posture.” 

That this descent of the viscera, and protrusion of the soft parts 
is not unusual in these frozen sections is further shown by a passage 
from Schultze’s work on “Displacements of the Uterus ” (Eng. Trans., 
1888, p. 42). Speaking of Kohlrausch’s sketch of a median section 
of a virgin pelvis, he says: “it does not give that erroneous pushing 
out and swelling of the soft parts of the pelvic floor noticeable in 
most median sections of the frozen body, which gives to the pelvic 


1. ‘The upper half of which lying opposite the lower half of the symphysis, 
while its lower half is below the plane of the outlet.” 
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viscera relative positions so very unlike their situation during life.” 

These considerations may explain the low position of the bladder 
in Braune’s case, which as the author says: “ has slipped down so to 
speak from the inner surface of the symphysis,” and show that it is 
not a faithful representation of the usual position of the bladder at 
the end of pregnancy in the living, and cannot be taken as establish- 
ing that the bladder is a pelvic organ up to the end of pregnancy. 

Supposing, however, for the sake of argument, that the bladder 
does remain in the pelvis until the onset of labour, and that elevation 
occurs as the result of uterine action in virtue of the connective 
tissue attachments between the uterus and the bladder, it is to be 
noted that it is during the first stage of labour, as a result of the 
dilatation of the internal os and the opening up of the cervical canal, 
that the bladder is thought to be carried up by the raising of the 
level of the internal os. 

If this be so, it follows that the so-called pubic segment of the 
pelvic floor is pulled up out of the way before the second stage of 
labour commences, that is before the stage in which the child is 
expelled from the abdomino-pelvic cavity through the limiting 
musculature. This pubic segment (bladder), therefore, can play no 
part in this expulsive stage, and it is therefore remarkable to consider 
it as part of the floor through which the child has yet to pass. 

But Berry Hart’s opinion, that the bladder remains a pelvic 
organ until labour commences and then is pulled up into the abdomen, 
is by no means universally accepted, although several authors have 
followed his view. 

Sir Halliday Croom, writing in 1884, on “A Study of the Bladder 
during Parturition,” says (p. 22): “. . . it is to be observed that just 
before labour sets in the bladder is entirely a pelvic organ and that 
except under unusual circumstances, it remains so. It expands 
laterally, inferiorly, and to some extent antero-posteriorly, rather 
than superiorily, because in that direction it meets with most 
resistance.” 

He states that during parturition the main point to be noticed is 
that the urethra has become elongated and the bladder elevated. He 
continues: “It is a fact which readily admits of clinical demon- 
stration ; the direction of the urethra, the length of catheter required, 
the small quantity of urine often drawn off, as well as the result of 
vaginal examination, sufficiently prove that, under normal cir- 
cumstances, during the first and second stages of labour, the bladder 
has ceased to be pelvic and has become an abdominal organ. 

“The cause of this alteration in the position of the bladder is to 
be explained by a study of the pelvic floor during parturition, and 
specially by a consideration of the relations of the cervix and bladder. 
The intimate relations between the cervix and the posterior bladder 
wall sufficiently demonstrate the cause of this displacement. During 
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the first and second stages of labour, the cervix is stretched, thinned 
and correspondingly drawn up. As it undergoes this change the 
bladder alters its position and rises with it, a movement of which 
it is capable owing to its loose pubic attachments. From being 
pelvic it becomes abdominal. This is the case, not in part but in 
whole, whether distended or empty.” 

Eden (Manual of Midwifery, 1908, p. 44) says: “The bladder 
remains a pelvic organ up to term, and the level of the vesico-uterine 
pouch is unaltered throughout pregnancy.” On the other hand, 
Whitridge Williams (Obstetrics, 1908, p. 173) and Edgar (Obstetrics, 
1904, p. 117) state that the bladder “ becomes an abdominal instead 
of a pelvic organ in the later months of pregnancy.” 

There is, then, a good deal of difference of opinion as to the 
position of the bladder in the latter months of pregnancy, and the 
statement, that the cervix as it dilates pulls up the bladder with it, 
is by no means universally accepted. 

The changes which take place in the position of the bladder during 
labour, when pregnancy has occurred in a retroverted uterus, the 
displacement of which has been of long standing, are of some interest. 
In these cases of chronic retroversion, as a glance at some of the 
illustrations in Halban and Tandler’s book (“Anatomie und Atiologie 
der Genitalprolapse beim Weibe,” 1907, Plates 7 and 9) show, the 
vesico-uterine pouch of peritoneum is considerably deepened, so that 
the bladder and uterus are entirely separated, and the peritoneum 
reaches to the anterior vaginal wall. After the retroverted uterus 
has righted itself or its position has been corrected, and it has grown 
upwards into the abdomen, it can have little direct effect on the 
bladder when labour sets in, in virtue of its connective tissue attach- 
ments, for these have disappeared, and the two viscera are only 
connected by means of the peritoneum, the most extensile of tissues. 
If it is the uterine action which pulls the bladder upwards, and if 
the connective tissue attachments are lost, how does the bladder 
ascend? Or, in the absence of such connective tissue attachments, 
does the bladder remain in the pelvis, to be extruded in front of the 
descending head? Are we to look to chronic retroversion as one of 
the predisposing causes, for those uncommon cases in which a 
cystocele complicates parturition? When one considers the vas- 
cularity and the succulence of all the tissues in the pelvis of a 
pregnant woman, one can scarcely attribute much value to the con- 
nective tissue attachments between the bladder and uterus as a means 
of dragging the bladder from the pelvis during parturition. 

The bladder is a distensible viscus, situated within the lower pole 
of the visceral mass and embedded within, and completely surrounded 
by the connective tissue, which permeates this mass and separates 
it from the limiting osseo-fibro-muscular walls. As long as these 
walls are intact, an extrusion of the bladder cannot occur. The 
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viscus can only distend by displacing the neighbouring organs, 
which with it are implanted within the lower pole of this visceral 
mass, for it cannot bulge downwards, the limiting “floor” is there; 
it, therefore, distends backwards, laterally, and upwards. On the 
occurrence of pregnancy, the uterus, as it expands with the develop- 
ment of the embryo, begins to occupy more room than usual in the 
pelvis, and the bladder on distending has to accommodate itself to 
this progressive diminution of available space; it cannot so easily 
distend backwards, it, therefore, bulges more laterally and more 
upwards in the direction of the least resistance. In the latter months 
of pregnancy, the pelvic cavity is nearly filled with the lower pole of 
the foetus, and there is very little room for the bladder. Indeed, in 
some cases, the lower pole of the ovum is so low down in the pelvis, 
and occupies so much room, that the bladder must have already 
become, at least in part, an abdominal organ. For, on examination 
in the last month of pregnancy, we find, as a rule, the cervix far 
back in the hollow of the sacrum; and the anterior fornix bulged 
downwards by the fetal head, which occupies a considerable part of 
the available space of the pelvic cavity, and is only separated from 
the vagina by a layer of tissue of apparently little substance. This, 
however, contains, as the sound shows, a reduplication of the bladder, 
which may be said to be invaginated backwards between the lower 
uterine segment and the anterior vaginal wall. It is certain urine 
could never collect there to any extent, although the ureters open 
into this part. 

I have examined the position of the urinary bladder in the latter 
months of pregnancy, as revealed by the sound, in nine cases, and 
my results show that before labour has commenced the bladder is 
partly pelvic, and partly abdominal in position; that is, part of it is” 
below the level of the brim and part above this level. On passing 
the sound into the bladder, one can feel, with a finger in the vagina, 
that the instrument passes straight backwards, and only slightly 
upwards, until the cervix uteri is reached. In one of my cases, the 
sound passed 4} in. (z.e., from the external urinary meatus) in this 
direction ; the bladder is, of course, easily pushed onward in front of 
the sound, but care was taken to avoid this as much as possible. 
When in this position, by appropriate movement of the sound, it 
can be ascertained that this part of the bladder extends from side to 
side of the pelvic cavity; so that its coronal section may be repre- 
sented by a crescentic slit, its superior wall being concave upwards. 
This shows that the base of the bladder is pelvic in position, and 
that it remains so until the onset of labour, when it is pushed aside 


1. The amount of upward deviation of the sound as it is passed backwards will 
depend upon the relative position of the lower foetal pole. When this is low down 
in the pelvis, the sound will pass horizontally backwards; but when it is high up 
the sound will be correspondingly inclined upwards. 
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by the advancing ovum (bag of waters, and fetal mass). If the 
sound is inserted into this pelvic basal part of the bladder as far as 
it will go (without force) and held in the sagittal plane, and then 
endeavour be made to depress the handle so as to cause the point of 
the sound within the bladder to ascend, it will be found that it meets 
a resistance, which prevents such a movement. In order to cause the 
point of the sound to ascend towards any part of the bladder that 
may have risen towards or through the brim, one must withdraw the 
sound for a considerable distance; it will now be found that the 
handle can be depressed, and that the instrument can be re-passed 
into the viscus, and that it may pass even further than before. This 
will depend on the size of the uterine mass occupying the pelvis; in 
the case, which I have already quoted, I found it passed 4} in., and 
its point could be easily felt through the parietes at a point which 
measured 2} in. above the superior border of the symphysis pubis. 

On now manceuvring with the handle of the sound, first to the 
left and then to the right, it will be found that the instrument can 
easily be passed much further diagonally than medianly, and that 
the point of the sound can be felt through the skin well above the 
antero-lateral border of the pelvic brim: in this way the upper limit 
of the bladder can be mapped out. It may also be found that the 
bladder is not symmetrically placed; having ascended more on one 
side than the other. 

Such an examination shows that, near term and before labour, 
even whilst the internal os is quite small (in the case quoted, it just 
allowed my finger to pass), a part of the bladder has left the pelvis, 
and has entered the abdomen: and it, moreover, shows that the 
cavity of the viscus on sagittal section is a crescentic slit. Thus the 
bladder may be pictured as a concavo-convex body, shaped much like 
a saucer; its convex lower part resting upon the concavity formed, 
anteriorly by the lower part of the abdominal wall and the superior 
surfaces of the symphysis and pubic bones, and posteriorly, by the 
anterior and lateral part of the pelvic floor. From the centre of this 
inferior surface of the bladder, that is its most dependent part, the 
urethra, piercing the enveloping connective tissue, leaves the viscus 
to pass downwards and forwards. The upper concave wall of the 
bladder, which, when the viscus is empty, is in apposition with the 
inferior wall, is occupied by the lower part of the distended uterus 
and its contents. As urine trickles into the bladder its two surfaces 
become separated by a layer of the fluid, which, however, collects 
principally in its lateral and superior parts. 

This change of position of the bladder, as a consequence of preg- 
nancy, is the result of a change of the pressure conditions within the 
abdomino-pelvic cavity. Indeed, the bladder, in part, is slowly 
pressed upwards into the abdomen, in the same way as, in infancy 
and childhood, it is slowly pressed downwards into the pelvis from 
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its original abdominal position. This is not a sudden change, but a 
gradual one; in which the alterations in the bladder position occur 
day by day with the growth of the uterus. As far as the bladder is 
concerned, it is not an active change, although the recurring dis- 
tension may facilitate it; nor does it depend upon any activity of the 
uterus, for it is in evidence before any uterine change, such as 
dilatation of the internal os, has occurred: on the contrary it is a 
passive change, and is due to the intra-abdomino-pelvic pressure, 
just as the alteration in the position and shape of the liver in cases 
of constriction of the waist is due to the same force; in this case, 
however, brought about, not by natural agencies, but by the artificial 
pressure of the modern corset. In the case of the child, as the pelvis 
increases in size, a settling downwards of all the more inferiorly- 
placed viscera occurs; because there is more room for them below, 
and because the intra-abdominal pressure above is continually thrust- 
ing them downwards; and they continue to sink until they meet the 
resistance of the pelvic floor musculature, the activity of which 
prevents their further descent. In pregnancy, the increasing 
growth of the uterus within the pelvis causes an increase of the 
intra-abdomino-pelvic pressure, which is chiefly manifested within 
the pelvic cavity itself. This increased intra-pelvic pressure is caused 
by the growth of the uterus, and is evidenced by an hypertrophy of 
the pelvic floor musculature, which determines the ascent of the 
uterine body into the abdomen.'!' The enlarged pregnant uterus is 
thus poised between two forces; the pressure upwards of the hyper- 
trophied pelvic floor, and the pressure downwards of the abdominal 
wall and thoracic diaphragm. The encroachment of the uterine 
tumour upon the limited and non-elastic cavity of the pelvis is due | 
to the pressure exerted by the tonicity of these latter structures, 
either directly upon the expanded body of the uterus, or indirectly 
through the medium of the other viscera; and it is this force which 
determines the low position of the lower fetal pole. As is well 
known, the lower foetal pole generally occupies a lower place in the 
pelvic cavity in primipare. Since the abdominal wall suffers from 
the stretching of a first pregnancy, and does not always return to 
its former condition of tone, when a subsequent pregnancy occurs, it 
often is unable to exert the same pressure it formerly caused. In 
multipare, the abdominal wall usually yields more than in primi- 
par, and consequently the lower fetal pole is not pressed so far 
downwards into the pelvic cavity. It is this downward thrust of the 


1. That such an increase in pressure occurs is confirmed by manometric observa- 
tions. I have found in several cases the pressure in the rectum, in the erect posture, 
to measure, in the latter months of pregnancy, from 32 to 40mm. Hg., instead of 
from 20 to 28mm. Hg., as exists in the non-pregnant condition; it is, however, a 


variable factor, depending principally upon the tonic condition of the abdominal wall 
musculature, 
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uterine tumour into the pelvis, which, with the resistance upwards 
of the pelvic floor, determines the ascent of the bladder. 

That the pelvic floor musculature does, in fact, hypertrophy as a 
consequence of pregnancy, is readily demonstrated by an examination 
of it by palpation in the pregnant and non-pregnant woman. This 
hypertrophy is, as one would expect, most marked in the latter months 
of pregnancy; and, according to my experience, it occurs in all cases. 
I have, on a former occasion, endeavoured to insist upon the ease with 
which the levator ani muscle can be palpated, and upon the fact that 
its mode of origin can often be clearly made out. In the latter 
months of pregnancy, the muscle is actually more evident; it has 
become converted into a thick fleshy mass, and in many cases the 
fibres arising from the ischial spines are especially prominent. 

The ascent of the bladder is permitted by the looseness of its 
attachments to the surrounding parts, which in pregnancy are even 
more extensible than at other times. That this high position of the 
bladder is present before labour, is confirmed by the knowledge that 
care must be taken to prevent its injury when laparotomy is per- 
formed during the latter months of pregnancy, for example, in 
Cesarean section.! 

The persistent force thrusting downwards the inferior pole of the 
enlarged uterus into the pelvic cavity thus determines an hypertrophy 
of the pelvic floor musculature, which not only prevents the further 
descent of the uterus but also an extrusion of the bladder : this muscu- 
lature has, indeed, reflected upwards towards the abdominal cavity 
the impulses with which this viscus, as well as the other viscera, have 
been propelled downwards. It might be supposed that such a conflict, 
between the pressure downwards from above and the resistance up- 
wards from below, would, in the presence of such a rapidly growing 
and relatively enormous tumour as the pregnant uterus, result in 
such a rise of intra-abdominal pressure as to be injurious. And, 
sometimes, it undoubtedly does so; but usually sufficient relaxation 
of the abdominal wall musculature occurs in response to the call? of ° 
the several parts of the visceral mass for a pressure, which, whilst 
positive, should not be excessive. 

At the onset of labour, to the resultant of these forces is added a 
progressively increasing rise in the intra-uterine pressure, which 
determines the descent of the ovum within the parturient canal. 
The mechanism of descent is begun by the protrusion of the bag of 


1. Thus Whitridge Williams says : ‘‘An incision . . . should be made in the linea 
alba with the umbilicus as its middle point. In this way injury to the bladder, 
which often extends one third, or even one half of the distance between the symphysis 
and umbilicus, and also to the lower uterine segment, is avoided.” 

2. The afferent impulses from the “interno-ceptors” of Sherrington. (The 


Integrative Action of the Nervous System: by Prof. Sherrington. Published by 
Constable, 1906, p. 317 et seq.). 
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waters into the internal os and subsequently into the cervical canal, 
which are gradually obliterated. Normally, this dilatation occurs 
by a descent of the bag of waters, followed on its rupture, by the 
descent of the head. But these parts of the ovum can only descend 
through the intra-pelvic part of the vagina,! the walls of which are 
previously in apposition, by displacing the neighbouring viscera 
within the pelvis; and since the muscle refuses their passage down- 
wards they must necessarily be expressed upwards because the lateral 
walls of the pelvis are unyielding, just as the descent of one body to 
the depths of a non-elastic cylinder can only occur by the simul- 
taneous ascent of other bodies situated inferiorly. In this way the 
basal pelvic part of the bladder is pressed forwards against the 
unyielding symphysis, and since it cannot escape downwards, it 
passes upwards. It is only when the head reaches the pelvic floor 
that a change in the mechanism of parturition occurs, and an in- 
hibition of the muscle takes place. This change is signalled by the 
desire on the part of the patient to defecate and the occurrence of 
bearing-down pains. When this stage of labour begins, in which 
the actual extrusion of the foetus takes place, the bladder has already 
left the pelvis and has become an abdominal organ. 

Thus the bladder position during the latter months of pregnancy 
and during labour is determined by various factors; of which the 
connective tissue attachments between the bladder and the uterus 
are of the least importance. These are no more able to influence its 
ascent than those connective tissue attachments, which connect the 
viscus to the enclosing osseo-fibro-muscular walls, are able to prevent 
it. The determining factor is the growth of the fetus and its 
development within the abdomino-pelvic cavity. That the pro-- 
gressive diminution of the available space for the bladder, caused by 
the possession of the pelvic cavity by a growing tumour, is the actual 
cause of its displacement, is confirmed by the discovery that this 
high position of the bladder is not only found during pregnancy, but 
in other conditions in which the pressure within the pelvis is raised 
by the appearance and growth of a pelvic tumour. As instances, I 
may cite extra-uterine gestation, fibroid growths of the uterus, and 
occasionally, ovarian cysts.? 


1. The intra-pelvic part of the vagina is that part situated above the level of 
the levator ani muscle, the limiting musculature of the pelvis. 

2. Thus in Dr. Hart’s “Atlas of Female Anatomy,” Fig. 3 of Plate V. shows 
“the pelvis of a woman with an extra-uterine gestation lying behind the uterus. 
The uterus is displaced upwards quite out of the pelvis and the bladder is also 
markedly tilted up.” 

One sees that its lower end reaches half way down behind the pubes. Certainly 
in this case, the high position of the bladder cannot be accounted for by any active 
contraction of the uterus, but is to be explained in the same way as that of the 
uterus. Indeed, all the viscera in the pelvis and elsewhere are dependent upon the 
same physical laws for their several positions, 
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From a consideration, then, of the position of the bladder, we 
may conclude that during the latter months of pregnancy it is 
already in part an abdominal organ, and that its transplantation is 
completed before the actual mechanism of extrusion of the foetus has 
commenced. We, therefore, cannot accept the idea that the bladder 
forms part of the pelvic floor: nor can we regard the pelvic floor as 
being composed of two segments, one pubic, which is pulled upwards, 
and the other sacral, which is pushed downwards, during labour. As 
the child descends, the other pelvic contents pass upwards until the 
foetal mass meets the actual pelvic floor. It is here resistance is 
experienced, it is here the actual process of extrusion commences; for 
to gain the outside, the foetus has of necessity to pass through the 
limiting musculature of the pelvic recess; and it is to this structure, 
which, with the coccyx and ano-coccygeal ligament, plays such an 
essential part in the support of the pelvic viscera and in the pre- 
servation of the intra-abdominal pressure, at the same time as it 
permits the functioning of the passages which pass through it, that 
the name of “pelvic floor” is definitely to be given. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


On Perforation of the Stomach and Small Intestine as 
a Sequel to Ovariotomy and Hysterectomy. 


By Joun Buanp-Surton. 


In 1887 I assisted a colleague at the Middlesex Hospital to perform 
bilateral ovariotomy on a stout multipara, aged 33. The patient was 
three months advanced in pregnancy. There were no difficulties in 
the operation, and an old umbilical hernia containing adherent 
omentum was dealt with at the same time. The woman died eight 
days after the operation with all the symptoms of acute perforative 
peritonitis. At the postmortem examination two ulcers were found 
in the jejunum, two metres from the duodenum; one of these had 
perforated. Between the region of these ulcers and the duodenum a 
large number of petechie, several of old date, existed in the mucous 
membrane. Many of these petechiz were eroded. The stomach con-: 
tained a few submucous petechie. There is no note as to the 
anesthetic employed in the operation. I was present at the autopsy. 
In January 1902, I removed, under ether, at the Chelsea Hospital 
for Women, a large ovarian adenoma, which had grown in the right 
ovary of a spinster aged 30 years. A few hours later her condition 
indicated the occurrence of internal bleeding. On re-opening the 
abdomen I found that the ligature (silk) had slipped from the pedicle : 
it was re-tied, and the blood removed. We then performed intra- 
venous transfusion to three pints, and she quickly rallied. Five days 
later, when the patient appeared to be recovering satisfactorily, she 
was suddenly seized with acute pain in the umbilical region. Gradu- 
ally the pulse increased in frequency and the abdomen became dis- 
tended. Twenty-four hours later there were unmistakable signs of 
peritonitis, and the patient died on the eighth day after the operation. 
At the postmortem examination there were the usual signs of acute 
septic peritonitis, including a quantity of offensive fluid which 
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trickled from the upper parts of the belly. This led to a careful 
examination of the stomach: on inspecting its mucous surface three 
ulcers, each with a diameter of 0°5 cm., were found in the region of 
the greater curvature: one of these had perforated. There was a 
history of gastric trouble one month before the operation. 

In a third case, a spinster, 42 years of age, was submitted to a 
subtotal hysterectomy, in a nursing-home, for a very large sub- 
mucous fibroid. In preparing her for the operation I noticed a 
distinct tint of jaundice across the brow and in the conjunctive. 
The operation was performed under ether without difficulty and the 
patient’s condition continued good until the third day, when she 
complained of a sudden attack of pain in the epigastrium. Twelve 
hours later she was very ill, had a high temperature, rapid pulse, 
and a very distended belly. Thirty-six hours after this attack, the 
patient’s condition became very serious, and yielding to her urgent 
request and pressure from her relatives, I re-opened the abdomen, 
and to my surprise found that the septic fluid came from the upper 
part of the abdomen, and that it contained flakes of clotted milk. 
This clearly pointed to a perforating ulcer of the stomach or 
duodenum. The patient’s condition did not admit of a prolonged 
investigation, so I had to be content with simply draining the 
abdomen. Death followed the operation in ten hours, and consent 
to a postmortem examination could not be obtained. 

I have read carefully reports of operations on the pelvic organs 
and have not succeeded in gathering much information on this 
question. In 1899 there was an interesting discussion on the 
Treatment of Uterine Myomata in Berlin on the occasion of the 
eighth meeting of the Deutsche Gessellschaft fiir Gynikologie: in 
the course of discussion von Rosthorn stated that he had lost a 
patient from a perforating ulcer of the stomach after hysterectomy 
for myoma. Olshausen also stated that he could call to mind at least 
four instances in which patients had died after such operations from 
perforating ulcer of the stomach or small intestine. He did not 
furnish particulars. 

I have ventured to draw attention to this matter with the hope 
that. gynecological surgeons, who have had similar experiences may 
be induced to record them. My own impression is that they are rare, 
but impressions are often very misleading. 
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REVIEW OF CURRENT LITERATURE. 


The A&tiology of Vaginismus. 

Ricnetor (Rev, de Chirurgie, xxxviii, 1908, No, 12, p. 861) considers that 
vaginismus is not a contraction dependent upon a local inflammation or the pain 
of an excoriation, but is a true neurosis, the origin of which must be sought for. 
He reports the case of a young woman who had suffered for many years from muco- 
membranous enteritis, obstinate constipation, chlorotic anemia with nervous depres- 
sion and the most rebellious vaginismus. Chronic appendicitis was diagnosed and 
the appendix was removed. All the symptoms, including the vaginismus, disap- 
peared, and conjugal relations, which during five years of married life, had never 
been possible, were normally accomplished. Frank E. Taytor. 


Continuous Vicarious Menstruation from the Breasts. 

T. B. Tuornton (Journ. Amer, Med, Ass., Vol. lii, 1909, p. 211). A virgin, 
aged 32, was seen on account of depression merging into melancholia. She first 
menstruated at the age of twelve or thirteen. The function was regular until 
stopped by a severe attack of measles about two years later. At the end of a year 
or so it was resumed, only to cease again after a few months, and since that time 
the menses had never reappeared normally. In place of the usual menstrual activity 
there appeared a discharge of blood—sometimes a thin fluid mixed with blood—from 
both nipples and from that day to the present the patient has had constantly to 
wear two tampons of absorbent cotton, one of which at least, the right, has had to 
be changed once each day. Vaginal examination revealed a rudimentary undeveloped 
and possibly atrophied condition of the uterus and ovaries. C. NEPEAN LonGRIDGE. 


Metrorrhagia in a Hemophilic Virgin treated by Intravenéus 
Injections of Fleig’s Artificial Serum. 

De Rovvitte (Rev. de Chirurgie, xxxviii, 1908, No, xi, p. 630) gives as the 
formula of the serum: sodium chloride 75 gm., potassium chloride 0°3gm., calcium: 
chloride 0°2gm., magnesium sulphate 0°3gm., sodium bicarbonate 1gm., sodium 
glycerophosphate 1 gm., glucose 1 gm., ferric chloride 0°055 gm. distilled water to 
100 cc., oxygen dissolved to saturation. Six intravenous injections of 500 cc. of this 
serum caused the complete disappearance of the metrorrhagia, a rapid improvement 
of the general condition, and increase of red blood corpuscles from 1,400,000 to 
3,950,000 in six weeks. Frank E. Taytor. 


The Treatment of Uterine Displacements. 

G. E, Herman (Brit. Med. Journ., 1908, Vol. ii, p. 790), in opening a discussion 
on this subject at Sheffield, divided uterine displacements into rare and common. 
The rare displacements—inversion and cases in which the uterus has been dragged 
into hernial sacs—are not discussed. The conditions meant by the words “ displace- 
ments of the uterus” are nothing but descent of the uterus and its effects. In most 
of the common cases of displacement the change in place of the uterus is only the 
palpable sign of defect in the pelvic floor. When the uterus sinks it generally leans 
back and the circulation may be disturbed and the body of the uterus may become 
congested, swollen, and tender. Cases in which descent of the uterus is due to 
slight inversion of the upper part of the vagina, and can only be recognised in the 
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upright position, are relieved when a frame is put into the vagina which keeps it 
extended. Neurasthenia, again, is the cause of the symptoms in some cases of 
prolapse, and the symptoms will not be removed however thoroughly the uterus and 
its supporting structures have been mended by surgical skill or assisted by mechanical 
appliances. Herman considers the following broad statement is in harmony with 
experience: That keeping up the uterus by a mechanical support in the vagina 
is harmless and generally effective; but there are cases in which it fails, and if the 
patient is to be cured she must be healed in some other way. Two vaginal 
operations may be done, namely, vaginal fixation and vaginal shortening of the round 
ligaments, but they only change the position of the uterus in relation to the pelvic 
axis, and do not prevent descent. Attempts to stiffen the pelvic floor by the injec- 
tion of paraffin or other irritants are considered not to be sound in principle. 
Permanent relief can be given by combining ventral fixation with colporrhaphy. The 
essential points of the ventral fixation are (1) that the peritoneal covering of the 
uterus be stitched to the muscle of the abdominal wall and (2) the surface brought 
into contact should not be a large one. Extirpation of the uterus allows subsequent 
prolapse of the vagina; removal of uterus and vagina is simple and effective, but its 
applicability is limited to elderly widows, 
In the discussion the following took part :— 


L. Boss1, of Geneva, formulated the following conclusions: (1) Plastic operations 
are in many cases followed by recurrence; (2) median colporrhaphy is the only 
operation that gives really satisfactory results in cases of prolapse, but should only 
be performed after the menopause; (3) ventral fixation is unsafe; (4) Alexander’s 
operation, though the most logical, is sometimes followed by recurrence. He also 
stated (a) that displacements of the womb during pregnancy are much commoner 
than is generally believed,.(b) that many cases are not reckoned in statistics because 
they cause abortion in the early months of pregnancy, (c) that when a displacement 
of the womb during pregnancy is spontaneously reduced it recurs in the puerperium. 
He also stated (1) that the use of a pessary during the early period of pregnancy 
will nearly always prevent an abortion, and (2) that even obstinate cases of retro- 
deviation may be corrected by the application of a pessary eight or ten days after 
delivery and leaving it in situ for sixty days. 

J. R. Gorre, of New York, considered that when the perineum is torn down to 
the rectal wall the rectocele pulls upon the neck of the uterus, constituting a new 
force which must be overcome by perineorrhaphy. 

A. W. W. Lea recommended intraperitoneal shortening of the round ligaments 
along with curettage and’ repair of the pelvic floor. 

J. I. Parsons advocated the injection of quinine into the broad ligaments, having 
done 150 cases and claimed a success of 90 per cent, 

A. Donatp, for mobile retroversion with a tendency to prolapse, considered a 
plastic operation on the posterior wall after curetting all that is necessary and that 
pessaries for retroversion are only a faith cure. Frank E. Tayzor. 


Uterine Prolapse and Abdominal Hysteropexy in Nullipar= 
Lapeyre (Rev. de Chirurgie, xxxviii, 1908, No. xi, p. 631) has seen five cases of 
prolapse in virgins or nullipare and believes it to be more common than is usually 
supposed. It results from insufficiency of the uterine ligaments, since there is 
usually an isolated descent of the uterus and normal development of the levators. 
Colpoperineorrhaphy is irrational and without effect, and ligamentopexies do not 
raise the uterus sufficiently. Isthmic hysteropexy constitutes the logical and neces- 
sary operation, giving permanent cure and permitting normal pregnancy and labour. 
He obtained excellent results in his five cases. Frank E. Taytor. 
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Genital Prolapse in Virgins treated by Obliteration of the Pouch 
of Douglas. 

Marion (Revue de Chirurgie, xxxviii, 1908, No, 12, p. 861). In two young 
virgins the posterior vaginal wall was prolapsed, projecting, on effort, beyond the 
hymen, the uterus being retroverted and the perineum sound. Marion considered the 
cases to be true herniz due to an abnormally developed pouch of Douglas. He 
therefore opened the abdomen and obliterated the pouch of Douglas by passing 
beneath the peritoneum of the sac four purse string sutures one above the other. 
This satisfactorily held up the posterior vaginal wall and also produced normal 
anteversion of the uterus which was further assured by the plication of the round 
ligaments. Four years afterwards the result was maintained, 

Frank E. Tayzor. 


Remote Results of Abdominal Ligamentopexy in Mobile Retro- 
version of the Uterus in Young Women. 

H. Barnspy (Rev. de Chirurgie, xxxviii, 1908, No, xi, p. 631) reports upon 
twenty cases of abdominal ligamentopexy : six performed on young virgins, nine on 
young nullipare, and five on young multipare. These cases were followed up for 
three years and upwards; fifteen were completely cured, the remainder being so 
much improved that they did not complain of any symptoms. The constant sacro- 
lumbar pains and the abundant menorrhagia generally disappeared in the first few 
months after operation. Of the nine nullipare, sterile for from three to seven years, 
five became pregnant and had simple confinements without complications. In addi- 
tion to the improved position of the uterus, there is great improvement in the 
general condition and in the nervous state of the patients, who are transformed and 
restored to normal life. This lesion should be more often looked for in young girls, 
and Barnsby considers the remote results so perfect that this operation should 
also be performed whenever, during laparotomy, a uterus is found even slightly 
retroverted. Frank E. Taytor. 


The Inclined Position in Gynzcological Laparotomies. 

F. Jayte (Rev. de Chirurgie, xxxviii, No. xi, p. 683) prefers a combination of the 
low with the inclined position, the horizontal level of the table being 60 to 65 cm. 
above the ground and inclined at an angle of 45° or more. This position, however, 
is contra-indicated in patients suffering from cardio-pulmonary and vascular lesions 
or from ascites. A latent valvular affection may be recognised by the sign of 
Azoulay, in which, if the patient suspended’ by the legs is made to raise the arms, a 
pathological bruit, previously non-existent, immediately appears. ‘ 
Frank E. Taytor. 


A Co-aptation and Imbricating Suture for closing the Abdominal 
Incision. 

D. T. Gitx1am (Surgery, Gynecology and Obstetrics, January, 1909) in order to 
avoid the irritation which not infrequently arises from imbedded sutures, has 
devised the following method of uniting the anterior rectus fascia and the skin with 
one and the same removable suture. The peritoneum is first closed. The fascia 
on one side (say the left) is raised for half an inch from the underlying rectus 
muscle, making a fascial flap. The face of the fascia on both sides of the incision 
is cleared to the width of three quarters of an inch. A suture of silkwormgut is 
threaded on to a needle at each end. Now pass one needle through the attached 
border of the fascial flap from without inward, then by a Lembert stitch through 
the aponeurosis on the right side, next through the free border of the fascial flap 
from within outward and finally through the skin on the right side. The other 
needle is now passed from within outward through the skin on the left side at a 
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point opposite that from which the first needle emerged. Similar sutures are passed 
at intervals of three-fourths of an inch. The needles are passed from within 
outwards through the skin and no needle is used after it has once penetrated the 
skin. The method is clearly depicted in an illustration. Mixes H. Paiuirs. 


Temporary Colostomy as a Curative Measure in certain forms of 
Post-operative Fzcal Fistula. 

J. M. Exper (Surgery, Gynecology and Obstetrics, January, 1909) has employed 
this measure, always with success, in four cases of persistent post-operative foecal 
fistula involving the rectum or colon. Three of the cases followed operations for 
double pyosalpinx; in two the fistula was through the abdominal wound, in the 
third into the vagina. In the fourth case a recto-vaginal fistula followed an 
operation for appendicitis. The bowel end of the fistula was localised by means of 
the electric proctoscope, after the injection of a methylene-blue solution into the 
fistula. In one case, in which the proctoscope failed, the fistula was filled with 
liquid plumbage and mapped out by a skiagram. In this case a right side colostomy 
was required as the upper sigmoid colon was involved. The colostomy was always 
done in two stages by Maydl’s method. Good sphincteric control was obtained by 
using the “gridiron” incision. The fistula closed within one to two months, and 
after periods varying from 2} to 7 months the colostomy wounds were successfully 
closed, Mitss H. Paituips. 


Tuberculosis during Pregnancy. 

RrieLANDER and Mayer (Archiv fiir Gyndk., B. 87, p. 181) publish the following 
case of tuberculosis during pregnancy which they believe to be another example of 
a tuberculous placenta infecting the foetus. 

It is now a well established theory that tuberculous infection of the placenta 
occurs not only during the later months of pregnancy but also at the beginning of 
gestation, when it affects the decidua basalis, whereas during the later stages the 
foetal layers of the placenta are attacked. The authors’ case was a quartipara at 
the 2-3 month of pregnancy. She was suffering from progressive tuberculosis of the 
lungs, especially at the right apex. On account of the progressive character of the 
lung trouble, induction of labour was decided upon, and, in order to avoid future 
pregnancy, vaginal hysterectomy was performed, and, with a view to promoting the 
formation of adipose tissue, the ovaries and tubes were also removed. The result 
was excellent. The condition of the lungs improved and the patient gained 5 kgm. 
during the six weeks she was in hospital. The microscopical sections showed necrotic 
patches in the decidua basalis, but no tubercles or giant cells could be detected. 
Although the authors are convinced that the necrotic foci were tuberculous, Runge, 
who described a case of tuberculosis of the placenta occurring at the fourth month 
of pregnancy, could demonstrate the tubercle bacilli in the necrotic foci and found 
the same infiltration of leucocytes round the patches, the remains of nuclei, and the 
same homogeneous structure of the foci as Rielander and Mayer. The authors are 
of opinion that miliary tuberculosis and tuberculous meningitis, occurring after 
spontaneous labour, result from the entrance of cheesy masses into the open lumen 
of the veins and thus, after detachment of the placenta, into the circulation. Thus 
interruption of pregnancy in a woman suffering from progressive tuberculosis during 
the first months’ pregnancy, may be a life saving operation, but if the disease has 
attacked the endometrium, extirpation of the uterus is necessary. H. T. Hicks. 


Papillary Cystadenoma in a Supernumerary Ovary. 

R. T. Franks (Surgery, Gynecology and Obstetrics, January, 1909) after extirpa- 
tion of a fibromyomatous uterus with its normal right appendages and a large 
intraligamentous cyst arising from the left ovary with the corresponding tube 
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stretched over it, noticed a retroperitoneal cystic mass, the size of a walnut, lying 
over the right external iliac artery. On splitting the peritoneum, the mass, with a 
smaller hard lump immediately to its outer side, was easily excised. The smaller 
lump proved to be a hyperplastic lymphnode. The small cyst was papilliferous and 
was closely adherent to a tube which had the naked-eye appearances of a normal 
Fallopian tube with a fimbriated extremity. The relations of the inner end of this 
tube were not noticed at the time of removal. Microscopical examination revealed 
a small papilliferous cystadenoma similar to the large one developed from the left 
ovary. At one spot the cyst wall contained ovarian stroma and a few Graafian 
follicles. The duct showed the typical structure of a Fallopian tube. The super- 
numerary ovary and tube were 6 cm. away from the normal right ovary and showed 
no connection with it. Franks divides third ovaries into supernumerary, which are 
accompanied by a Fallopian tube, and accessory, which are nodules of ovarian tissue 
unaccompanied by tube or ovarian ligament. Seitz (in 1900) could collect only five 
cases of supernumerary ovary and tube; whereas Beigel and von Winckel discovered 
23 and 18 cases, respectively, of accessory ovarian glands in 500 post mortem 
examinations, Mites H. Patties. 


The Operative Treatment of Extra-Uterine Gestation. 

AxBerTIN (ev. de Chirurgie, xxxviii, No. xi, p. 635), during the past five 
years, has operated upon 60 cases of extra-uterine gestation, 30 by colpotomy with 
three deaths, two being from secondary hemorrhage and one from infection, and 30 
by laparotomy without any death. He therefore recommends laparotomy for this 
condition, reserving colpotomy for cases of infected hematocele. Frank E. Taytor. 


Primary Abdominal or Peritoneal Pregnancy. 

— Grénté (Zentralbl. f. Gyndk., No. 2, 1909, p. 45) was much impressed by the 
words of Veit spoken at a medical congress in 1903. Primary abdominal pregnancy, 
said that authority, does not occur in human subjects, or at least up to the present 
day nobody has made known an undisputed instance of that condition. Gréné 
claims that a genuine case came under his observation in 1907. A woman, aged 25, 
was admitted into the Malmé Municipal Hospital on account of intestinal hemor- 
rhage attributed to tubal gestation. She had twice been pregnant and never aborted. 
The last confinement occurred in November, 1906, and the patient was still suckling 
the child, yet her menses had appeared regularly for four months, the last ending 
on May 28th, 1907. Shortly afterwards violent colicky pains were felt in the right 
iliac fossa, lasting for a few days, without fever or vomiting. Gr6né first saw the 
patient on June 8th. He could define the appendages, which on the right side were 
tender but not enlarged. The pains recurred twice and, on the second occasion, 
June 24th, they were very severe, and the patient was at once sent into the hospital. 
There was ill-defined resistance, with great tenderness, to the right of the uterus. 
Prag of Malmé operated. About a pint of free blood, liquid and clotted, was 
found in the peritoneal cavity, chiefly in the pelvis where it was darker and more 
coagulated than above the brim. Neither the right Fallopian tube and ovary nor 
the left showed any signs of gestation or rupture. The bleeding was traced to a 
raw surface on the peritoneum as big as a shilling, situated more anteriorly than 
might be expected between the right round ligament and the caecum, where the serous 
membrane passed from the pelvic brim forwards and inwards to form the broad 
ligament. On pulling on the right appendages the hemorrhage was checked and the 
raw surface was found to be free from deep adhesions; it was excised with a 
narrow border of healthy peritoneum around it and the gap in the serous membrane 
was closed with sutures. The bleeding then ceased completely. A firm solid body 
as big as a walnut and a smaller more porous structure were removed from the 
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bottom of Douglas’s pouch. The pelvic peritoneum was livid in colour, but smooth 
and shiny, nor could any signs of adhesive inflammation be detected. No foetus was 
found. The right Fallopian tube was removed, as it was considered advisable to 
examine it. The abdominal wound was closed without drainage. Recovery was 
uneventful; there was metrorrhagia from July 9th to the 16th. By August 2nd 
the patient was in excellent health. 

The piece of peritoneum bearing the raw surface, the two bodies found in the 
pelvic cavity, and the right Fallopian tube were carefully prepared and examined 
at Lund in the Pathological Institute. Gréné describes the microscopical appear- 
ances in full and his memoir is adorned with nine illustrations, all but one being 
photomicrographs. He insists that the raw tissue without doubt represented the 
implantation of an ovum. There was a necrotic layer intimately connected with the 
deeper tissue, corresponding to Nitabuch’s fibrin-membrane observed in normal intra- 
uterine pregnancy. Outside it were chorionic villi, well developed, and in close 
contact with cells of epithelial type quite distinct from the much swollen peritoneal 
endothelial cells and other cells in the neighbourhood. These conspicuous structures 
were like, in part, to trophoblast and, in part, to syncytium. Decidual cells were 
nowhere to be found. The bodies from Douglas’s pouch also contained villi with 
syncytium and Langhans’ cells. The Fallopian tube was free from all trace of 
gestation or salpingitis. Thus, Gréné observes, the histology of the parts involved 
shows satisfactorily that there was ectopic pregnancy, arrested at a very early stage, 
and that it was of the primary peritoneal type. Asan Doran. 


Retention of Placenta due to Hour Glass Contraction. 

R. F. Russetz (Brit. Med. Journ., 1908, Vol. ii, p. 1271) met with this condition 
in both confinements of a secundipara. In each labour a large child was delivered by 
forceps. The placenta was removed with difficulty under chloroform anesthesia in 
each case. Frank E. Taytor. 


Painless Labour in a Primipara. 

H. J. Cates (Brit, Med. Journ., 1908, Vol. ii, p. 1272). A primigravida, aged 
20, retired to bed at 10-30 p.m. on September 10th feeling quite well. She slept 
badly until 3a.m. when she rose to micturate and returned to bed, and, although 
she felt a slight pain in the left thigh, soon fell asleep. She woke at 7-30 and 
found the child born as far as the navel and when assistance arrived the child was 
completely born. It weighed 8} Ibs. Frank E. Taytor. 


The Causes, Results, and Treatment, of Injuries of the Genital 
Tract. 

Worrati, Sydney (Australian Medical Congress, Melbourne, 1908), in 
introducing the discussion on the subject, said that the commonest cause of injury to 
the genital tract was parturition. Civilization, using the term in a broad sense, 
predisposed to such injuries, as also bad hygiene, defective development the tissues 
being torn instead of dilated, and late marriage. Moreover, there is ground for 
supposing that children’s heads are larger than they used to be, while the dimin- 
ished endurance of the mothers increases the frequency of instrumental aid. 
Complications, such as eclampsia, malpresentations from contracted pelvis, myomata 
and hemorrhage, are probably more common than formerly, and their treatment may 
cause injury. Childbearing is less purely physiological than it was, and the practice 
of obstetrics demands higher skill and training. Deficient remuneration leads to 
impatience, to the application of forceps, for instance, before the complete dilatation 
of the os, and so perhaps to fatal laceration. Fatal laceration may, however, occur 
from precipitate labour when no practitioner is present. When there is serious 
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hemorrhage, while the uterus is firmly contracted, laceration of the cervix may be 
inferred, and the cervix should be pulled down and a catgut suture passed beneath 
the bleeding point. In the absence of hemorrhage lacerations of the cervix may be 
left alone for the time being and frequently heal spontaneously. They may, however, 
have serious remote effects, such as subinvolution, endocervicitis, and debilitating 
hemorrhage and discharge; ectropion of the mucosa with hyperplasia and cystic 
degeneration ; moreover, the everted mucosa, exposed to friction against the vaginal 
walls and other injurious influences, is liable to undergo malignant change. These 
injuries, therefore, should be repaired, and Simon’s operation, with the removal of as 
much unhealthy tissue as possible, is to be preferred to Emmet’s trachelorrhaphy. 

The use of forceps to deliver without previously emptying the bladder by 
catheterization, may cause a vesicovaginal fistula. 


Nearly every case of rupture of the uterus is, if the requisite skill and equipment 
be available, best treated by abdominal section, removing the child if it has escaped 
from the uterus by this route, and amputating the uterus if infection is suspected, 
or suturing the rent if it seem safe to do so. If abdominal section is not feasible, 
a gauze drain must be passed through the rent in complete, or as far as the 
peritoneum in incomplete, rupture. A predisposing cause of rupture is the degenera- 
tion of the uterine musculosa due to rapidly succeeding pregnancies in multipare. 
As prophylactic measures the prevention of tonic contraction is important, and 
also extreme gentleness in all intra-uterine manipulation with the support of external 
pressure on the fundus during such manipulation. 


Inversion of the uterus is rare but may be caused by fundal attachment of the 
placenta, insufficient contractions, traction on the cord, or forcible expression of the 
placenta. It should be treated, after peeling off the placenta if attached, by 
bimanual reposition—the part last inverted being first restored. If the inversion has 
become chronic and cannot be restored in this way, Haultain’s method by hystero- 
tomy is to be preferred to Aveling’s repositor which, though sometimes successful, is 
uncertain and more painful and dangerous. 

Lacerations of the vagina may be due to a relatively too large child or to excessive 
rigidity and inelasticity of the canal, or to the blades of the forceps projecting 
when not evenly and closely applied to the foetal head. This last cause must be 
remembered, and, if necessary, the forceps withdrawn and reapplied. Such lacera- 
tions should be sutured. 

Lacerations of the perineum are the most frequent injuries of parturition and 
occur in nearly all first labours. They form portals of puerperal infection, and are 
liable to be followed by subinvolution of the vagina and pelvic floor, by descent of 
the womb and procidentia, by incontinence of the urine and faces, especially of the 
former on coughing or sneezing. In the prevention of these lacerations chloroform 
is important, by preventing too rapid delivery. Care should be taken to maintain 
flexion, and the head should, if possible, be delivered between pains, by pressure 
on it behind the anus. The extent of such lacerations must be carefully ascertained 
and sutures applied for their repair, the vaginal tear especially being accurately 
united. This necessitates the dorsal position for the patient. The operator should 
not introduce a finger into the rectum. In complete rupture the ends of the sphincter 
should be gathered up in the two lowest sutures. Worrall, in secondary operations 
for perineal lacerations, performs an anterior and a posterior colporrhaphy. He has 
found these operations, with curettage, amputation of the cervix, and Alexander’s 
operation, all done at one sitting, cure the worst cases of procidentia provided that 
age and prolonged pressure have not led to extreme atrophy of the tissues. As a 
secondary operation for complete laceration he performs a flap-splitting operation 


with silk-worm gut sutures. Rectal sutures are not required in secondary (or 
primary) operation. 
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Accidental perforation of the uterus is a mishap that may occur in the best hands. 
A competent surgeon will always be alive to its possibility, will recognize it at once, 
and be prepared to deal with it properly. Perforation is not fatal in itself, but 
may be so from injury to parts outside the uterus or from dissemination of infection. 
Softening of the tissues, due to pregnancy or septic processes, is a predisposing 
factor. Intra-uterine irrigation must be avoided. If the perforation be small, a 
gauze drain should be passed to the fundus and the patient kept absolutely at rest; 
if large, the rent should be sutured from the abdomen or by everting the uterus 
through an anterior colpotomy; in infected cases, the safest course is hysterectomy. 

On one occasion Worrall, when performing a trachelorrhaphy six weeks after 
delivery, passed the sound into the left tube as, suspecting a perforation, he con- 
vinced himself by bimanual palpation. He found the uterine ostium of the right 
tube patulous also. The patient made a normal recovery. 


A Neglected Shoulder Presentation. 

M. J. Pierce (Lancet, 1908, Vol. ii, p. 1369). A multipara, aged 38, with a 
history of previous difficult labours, was attended by a midwife in one of the Arran 
Islands for a transverse presentation. When an urgent telegram arrived asking for 
medical assistance it was impossible to cross to the island that day. When medical 
assistance arrived the child was dead and the mother dying from exhaustion. 
Nevertheless evisceration was performed, but the mother died 12 hours later. 

Frank E. Taytor. 


Fracture of the Pelvis in High Forceps Delivery. 

R. M. Harwin (Journ, Amer, Med, Ass., Vol. lii, 1909, p. 381). A primipara, 
aged 20, was seen two days after labour had commenced. Attempts had been made 
to deliver the child with axis traction forceps. No measurements of the pelvis are 
given, but it is stated that the head appeared to be of normal dimensions and was 
unengaged at the brim. Delivery was subsequently effected without any undue 
force in the extraction; a feeling of crepitation was experienced while the head was 
descending. The child was still-born and weighed eight pounds. On examination 
afterwards it was found that there was a separation at the symphysis about 1°5 cm. 
wide. The urethra was torn and displaced to the right. There was a fracture of 
the ascending ramus of the ischium about 3 cm. below the symphysis. The hips 
were bandaged; the patient had a septic temperature for a month, and finally an 
abscess developed between the layer of the abdominal muscles on the left side, just 
above Poupart’s ligament. The patient died of pneumonia three months after 
delivery. C. NEPEAN LonGRIDGE. 


Spontaneous Rupture of the Uterus during Labour. 

Frtutsnorz and Gross (Rev. de Chirurgie, xxxviii, 1908, No. xi, p. 649. Ina 
tertipara, the dilation of the os had reached the size of the palm of the hand when, 
without any apparent reason, a copious discharge of blood occurred. On passing the 
hand into the uterus a large rent was found in the right side of the lower uterine 
segment, through which the foetal head had escaped. On abdominal palpation the 
head was felt in the right iliac fossa, and the small parts appeared to be very 
superficial. Median laparotomy was at once performed, and the foetus, placenta and 
membranes, being free in the peritoneal cavity, were readily removed. A large tear 
was discovered in the posterior layer of the right broad ligament, having an antero- 
posterior direction and continued upwards and backwards to the neighbourhood of 
the kidneys. Below this tear there was a transverse uterine rupture. Subtotal 
hysterectomy was performed, vaginal and abdominal drainage. Recovery. 


Frank E. Taytor. 
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A Case in which Nine Confinements were Variously Terminated. 
A. H. N. Lewers (Lancet, 1908, Vol. ii, p. 1211) reports a case of a woman, 
aged 34, and married 16 years, who had had nine children and one miscarriage. 
The external pelvic measurements were: interspinous 8°25 inches; intercristal 10°375 
inches; external conjugate 6 to 6°25 inches. She has now five living children, one 
born by symphysiotomy, one by Cesarean section, two by induction of labour and 
forceps, and one by spontaneous premature labour and forceps. Of the four 
children she has lost, one was born naturally, two by spontaneous premature labour 
and forceps and one by induction of premature labour. Frank E. Tayor. 


“Sutika,” the Puerperal Diarrheea of Bengal. 

F, Pearse (Lancet, 1908, Vol. ii, p. 1366). In Calcutta, amongst 17,000 cases of 
childbirth, there was a mortality of 13 per cent. from “Sutika,” in which diarrhoea 
commences within two to three weeks of delivery, or sometimes later, without pain 
and without blood or mucus in the stools. It is accompanied by irregular fever, 
with debility, emaciation and cedema of the feet. Death results from exhaustion 
in from five to eight months. There is no vaginal discharge or any other sign of 
pelvic disease. It occurs amongst Hindus and Mahomedans, but not amongst Euro- 
peans. The etiology ged pathology of the disease are unknown, 

Frank E. Taytor. 


Inguinal Hernia of the Uterus. 

Danie, CrANWELL (Revue de Gynéc. et de Chirurg, Abdom., Sept.—Oct., 1908), 
Professor of Clinical Surgery at Buenos Ayres, has collected 45 cases of inguinal 
hysterocele, including one in his own practice. His patient was a married woman, 
aged 45, sent into hospital as a case of strangulated inguinal hernia. She was of 
feeble intelligence and it was not until after the operation for the relief of the 
hernia that Cranwell was informed that she had noticed a swelling in the right (sic.) 
groin for seven months. The sexual history was remarkable. The catamenia had 
never appeared ; coitus was regularly practised without pain or difficulty; the sexual 
appetite was strong, and the patient was addicted to masturbation; in fact she 


ascribed the recent acute symptoms to violent indulgence in that vice three days . 
before admission, when the swelling suddenly enlarged; abdominal pains with consti- 


pation followed, but flatus passed, the bowels were made to act and there was no 
vomiting. Cranwell discovered in the left (sic.) groin a tumour of the size of a 
small fist, extending down into the labium majus, firm, irregular, tender to touch and 
quite irreducible. A cord as thick as the forefinger ran from the tumour into the 
inguinal canal. The sac had thick walls, and when opened a large hematoma 
appeared, a thick, tongue-shaped body attached behind to a structure, pinkish brown 
in colour, and resembling a small carrot. This structure proved to be an infantile 
uterus with its cervix prolonged as a thick cord running up the inguinal canal. ‘The 
vagina, examined by an assistant during the operation, was found to be a blind sac 
five centimetres deep. An ill-developed Fallopian tube and ovary were attached to 
‘the uterus which was removed by division of the cord-like cervix, and of another 
fibrous band holding down the strangulated mass externally. The sac was extirpated 
and the patient recovered; hence the precise extent of the malformation of the 
genital tract could not be ascertained although the anatomy of the structures in the 
hernia was clear. There was probably, though not certainly, another cornu with 
ill-developed appendages. 

Cranwell adds short notes of 44 cases of inguinal hysterocele already published 
and, in a postscript, mentions Cornil and Brossard’s (v, ante, June, 1908, p, 464) but 
does not include the more recent case reported by Arnolds of Dusseldorf (ante, 
December, 1908, p. 439). Both were instances of males possessing a uterus. Of 
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Femoral Hysterocele only 2 cases are known, of Obturator Hysterocele 1, and of 
Umbilical Hysterocele 2, both in gravid subjects. 

Inguinal Hysterocele has been detected in females of every age and in several 
males with hermaphroditic malformation; in undoubted females the uterus is often 
imperfect, and in 2 patients (Roux, Schwartz) Miiller’s ducts had failed entirely to 
unite and the upper end of each occupied a hernial sac in the corresponding inguinal 
canal. In a third (Esmarch), described by Werth, there was also a double hernia 
with a very rudimentary uterus in each sac. The congenital form of hysterocele is 
certainly the more frequent; in 31 out of Cranwell’s series there could be no doubt 
that the hernia was of this type, and fallacies about cases registered as acquired are 
always highly probable. The external genitalia, as a rule, are well developed, but in 
a considerable minority it is quite otherwise. In one instance (Klotz) the patient, 
aged 24, was of androgynous aspect and dressed as a man. A scrotal sac lay on 
each side of a penis with hypospadias. The right sac contained part of a uterine 
cornu with a Fallopian tube and a cystic cavity. The left bore a true testicle with 
its epididymis. But inguinal hysterocele has been observed in at least 7 cases where 
the patient was to all appearances a man. Besides Brossard’s and Arnolds’s patients 
above mentioned, 5 others are chronicled in Cranwell’s original series of 45, namely : 
(1) A man, aged 20, underwent an operation for inguinal hernia; the sac contained 
a uterine cornu and a Fallopian tube (Boeckel). (2) A man, aged 36, underwent the 
same operation. The sac (left side) contained a rudimentary uterus with a Fallopian 
tube which ran on to a true testicle; the opposite tube was found in the abdomen 
(Gruner). (3) A man, aged 30, was subject to double inguinal hernia. The right sac 
contained a normal uterus with its tubes, the parovarium, and an ovary (Filipini). 
(4) A man, aged 58, the father of six children, troubled with a big left inguinal 
hernia. The sac contained the uterus, the tubes and a kind of vagina which opened 
into the urethra. The broad ligaments included a normal pair of testicles (Derveau). 
(5) Kellock’s “ Case of Hermaphroditism in which the Uterus occupied the Sac of an 
Inguinal Hernia” (Proc, Royal Soc. Med., Clin. Section. Vol. i, p. 111). 

All these hermaphroditic cases as well as many others in the series were congenital, 
and it is scientifically correct to class congenital inguinal hysterocele as a malformation. 

Acquired Inguinal hysterocele, hernia of the uterus, is found in adults who have 
borne many children, the organ itself being usually normal. In some cases the sac 
has developed at the expense of the pelvic peritoneum, so that the broad ligament 
and the organs attached to it slide into the sac, as in certain well known types of 
enterocele. In others, the sac first receives the ovary which then draws the uterus 
down after it. 

In 21 out of 38 cases, inguinal hysterocele was found on the left side. The 
herniated uterus was pregnant in 9 cases, mostly multipare with old enterocele. 
When the uterus is normal, only a portion of it, as a rule, occupies the sac. In most 
cases only one tube and ovary follow, or precede, the uterus, Rydygier found the 
uterus infantile in an undoubted female aged 44, but its “ovary” proved to be a 
testicle with a vas. As the abdominal cavity is not opened in these herniotomies 
where the uterus is discovered, it is not always made clear whether the uterus is 
single or double, or whether the opposite appendages are testes with or without 
Fallopian tubes, or ovaries with normal tubes. The hysterocele, as already mentioned, 
may be double when the uterus is double also. In the acquired form, the sac may 
be of enormous size containing the greater part of the intestinal canal as well as the 
uterus (Krymow). 

Inguinal hysterocele is generally irreducible. Strangulation was noted in 5 cases; 
the intestine, involved in 3 out of the 5, was easily reduced. The rarity of strangu- 
lation is due to the necessary wideness of the neck of the sac of a hysterocele. On 
the other hand, the neck is often narrow in pure hernia of the Fallopian tube and 
ovary, and out of 9 cases, strangulation occurred in 5 (Lejars). 
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The symptoms of inguinal hysterocele are not very characteristic. There are 
always uncomfortable dragging pains and the patient cannot tolerate a truss. There 
are two chief complications, strangulation, which when no intestine accompanies the 
uterus, simulates strangulated epiplocele, and pregnancy. In the latter complication 
abortion is frequent. When gestation advances the hernia forms a huge painful 
tumour pushing apart the thighs. Part of the uterus may remain in the abdominal 
cavity (Rosanoff, Nores). In Nores’ case the placenta and the legs of the foetus only 
lay in the herniated part of the uterus, 

In regard to treatment a radical operation is always necessary. The uterus may 
occasionally be reduced but, as a rule, it requires extirpation. When the uterus is 
gravid the obstetrician may wait till term if there be no serious complications. ‘The 
conditions in individual cases are highly variable, so that no rule can be laid down, 
but Cranwell’s abstract reports deserve study. In 5 instances Cesarean section was 
performed, in 4 the child was saved, but 4 out of the 5 mothers were lost. Asepsis, 
however, will doubtless give better results. Asan Doran. 


On True and Ostensible Hermaphroditism. 

H. Bayer, Strassburg (Beitrdge z. Geb. u. Gyn., Band xiii, Heft 2), discusses 
some important questions suggested to him by the perusal of v. Neugebauer’s work, 
“ Hermaphroditismus beim Menchen.” 

There are no doubt cases in which the determination of sex is impossible, even 
after anatomical examination, and this is so in sexless individuals and in true 
hermaphrodites; but, strictly speaking, true hermaphroditism does not occur in 
human beings. 

There are also cases in which the determination of sex by ordinary medical 
examination is a matter of difficulty, but is easy upon anatomical grounds. These 
are instances of pseudo-hermaphroditism, such as v. Neugebauer has reported. 

Bayer summarizes his views upon hermaphroditism and its definite limits as 
follows: True hermaphroditism is an anomaly of the order of development in the 
course of germination of the fertilized ovum, and is therefore a primary peculiar 
mode of systematic growth. Pseudohermaphroditism, on the other hand, depends 
upon a faulty plotting and development of the sexual characteristics, that is to say, 
upon an abnormal confusion of inherited substances and upon the encroachment of* 
abnormal, internal or external, influences on the course of development of the embryo, 
quite possibly at the last moment. It has, therefore, only the importance of a 
one-sided anomaly which, however, may begin so early as to cause correlative dis- 
turbances in the entire system and thereby suggest the appearance of a general 
malformation. 

True and false hermaphroditism are terms between which asharp distinction should 
be drawn. It would therefore have been better if v. Neugebauer had entitled his 
work ‘‘Pseudohermaphroditismus beim Menschen,’’ not merely ‘‘Hermaphroditismus.”’ 


The Blood and Urine of the Newborn. 

Carnata and Daunay (L’Obstétrique, Dec., 1908). Chauffard and Widal have 
shewn that icterus in the adult is occasionally the result of hematic changes and 
not of biliary lesions, and these changes have been worked out by Widal and others 
recently. Cathala and Daunay have studied icterus neonatorum to find out whether 
analogous phenomena were evident in the blood. Their first research was on the 
resistance of the erythrocytes, a subject hitherto little studied in infants. They 
employed the technique of Vaquez and Ribierre, using a ‘7 per cent, solution of 
chloride of sodium : of this they began with 68 drops and 2 drops of distilled water, 
replacing two drops of the solution by two of distilled water in each successive 
tube; two drops of blood were added to each tube which was centrifugalised after 
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ten minutes. They concluded that the blood from the umbilical cord is feebly 
resistant, but the resistance rises in the first hours after birth and continues to rise 
for some days, but at the 8th day it is still less than in the adult. 

The results of ordinary blood counts and of hemoglobin estimations are so well 
known that Cathala and Daunay record none of their observations, but they describe 
their observations on the presence of bodies not normally present in adults. 
Chauffard and Fliessinger have shewn that in adults suffering from hemolytic icterus 
there are present granular erythrocytes: Cathala and Daunay found similar bodies 
in blood taken from the umbilical cord and also, but in smaller number, until the 
8th day, after which they are quite exceptional. They used Pappenheim’s pyronine- 
methyl-green and estimated the numbers per cubic mm., by comparison with the 
leucocytes in the film, these latter having been previously counted in the usual way 
in a sample of the same blood. They controlled the observation by using another 
method of staining: a few drops of fresh blood are placed in 2ccm. of equal parts 
of 20 per cent. solution of oxalate of potash, and 10 per cent. sodium chloride, 
coloured with an isotonic solution of basic blue. The mixture is centrifugalised and 
the deposit is spread in a film, dried, and then fixed by heat. This latter method 
seems more delicate, for with it there is always found a greater number of granular 
bodies. This method reveals the presence of polychromatophil bodies also, stained 
dark blue, while the ordinary erythrocytes are faintly stained greenish gray: these 
are chiefly present on the third day when the granular bodies are becoming fewer. 
Nucleated erythrocytes are common in the blood from the umbilical cord and 
rapidly disappear : myelocytes are found only exceptionally. The variability in the 
size of the corpuscles in the new-born has long been known, 

Auto-agglutination, found by Widal in the blood of adults suffering from hemo- 
lytic icterus, was not found by Cathala and Daunay in infants. Similarly auto- 
hemolysis was absent in 5 cases and only very faintly marked in the sixth. 

Hemoglobin at birth was present in the serum in traces as in adults; during a 
few days oxyhemoglobin was occasionally present. For the first three or four days 
the serum contained a trace of bilirubine but not later. Urobiline was not found. 
Biliary acids were not found, but the authors do not ascribe any importance to this 
observation. 

In the examination of the urine hemoglobin was never found. Bile pigments 
were not found with the spectroscope, but were found in small quantities in the 
urines of the first three days by Grimbert’s test (separation with chloroform and 
treatment with zinc acetate which gives a fluorescence). Similarly urobiline may 
possibly have been present at first but was absent in the later days. Biliary acids 
were probably absent, 

All these variations from the normal adult conditions were somewhat more 
marked in children who were icteric, and are sufficiently notable to permit the 
observers to conclude that the icterus neonatorum is hemolytic and not biliary, but 
this condition does not lead to anemia as in the adult, for the new formation of 
erythrocytes is active. The causation of the hemolysis is undetermined, and 
various hypotheses which have been advanced are untenable : Cathala and Daunay 
proffer nothing beyond the suggestion that the infant in utero does not require a 
high degree of “globular resistance,” and that the fragility of the corpuscles at 
birth is the persistence of a foetal condition. E. H. L, 0O. 


q 


Reports of Societies 211 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNAXCOLOGICAL SECTION. 


Meeting held Thursday, January 14th, 1909, The President, Dr. HERBERT SPENCER, 
in the Chair. 
Dr, Frorence E. Wittey read a short communication on the 


HistotoGy oF THE SMALLER Myomata. 


Reference was made to the fact that the more recent theories have claimed that 
fibro-myomata originated by proliferation of the cells forming the coats of arteries 
or capillaries, and that the muscle fibres are arranged concentrically round a central 
vessel, 

Sections of young myomata, from 5 mm. diameter upwards, illustrate the 
following points :— 

(1) That the proliferating cells in growing tumours are muscle cells. 

In sections from patients, et, 30—40, with enlarging uteri, the areas of prolifera- 
tion show less connective tissue in proportion to the muscle than is found in non- 
proliferating muscle bundles of the same uterine wall, and the muscle nuclei are 
oval to rod-shaped; whereas seedling tumours past the menopause consist largely of 
fibrous tissue, and the muscle cells have narrow, rod-shaped nuclei, 

(2) The cells which proliferate are not those of the vascular system, but cells 
common to the whole uterine parenchyma. 

(3) The shape of early growths is most various—depending on the direction of 
the muscle bundles concerned, rather than on any relation to vessels large or small. 
Capsule formation begins later, when the growing tumour assumes an oval or spheri- 
cal shape. 

(4) Subperitoneal fibro-myomata often begin by proliferation of the muscle 
bundles immediately beneath the peritoneum, and capsule formation in these is 
first seen on the site adjoining the uterine wall. 

(5) In sections of 60—70 uteri of all ages a fibro-myomatous seedling has been 
found before puberty, and those in women past the menopase consisted largely of 
fibrous tissue. 

Conclusion: That fibro-myomata arise as irregular patches of proliferation of 
muscle cells of the uterine parenchyma, which have no special relation to the 
vascular system. The cause of this proliferation is unknown, but the absence of 
growing tumours before puberty and after the menopause suggests some relation to 
the activity of the sexual organs, 

The Prestpent (Dr. Herbert Spencer) said he could corroborate Mrs. Willey’s 
statements as to the absence of capsules in many small fibroids, and he had been 
surprised to hear it asserted that they always had capsules. He asked whether 
Mrs. Willey had examined microscopically some of the curious minute fibroids 
sometimes seen beneath the peritoneum, which had the appearance of keloid scars. 

Dr, Heywoop Smits considered that they were often the result of the suppres- 
sion of sexual impressions, and that intermittent and perhaps periodic congestions, 
leading in some instances to small interstitial hemorrhages, might be the starting 
point of the fibrous deposit, which was a morbid attempt to strengthen the part 
subjected to the hemorrhagic strain. 

Dr. Macnavcuton-Jones noticed Mrs. Willey had excluded sepsis as an occa- 
sional factor in the xtiology of some myomata. Dr. Mary Dixon Jones, who had 
very exhaustively studied the origin of myoma, considered that there was an 
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infective starting point in their origin, and other observers confirmed this. From 
the very small size of the growths examined by Mrs. Willey, he thought it difficult 
to draw general conclusions as to the origin of the larger myomata, 

Mrs, replied. 


In a short communication Mrs. Stantey Boyp, M.D., gave the remote results and 
post-mortem findings four and a half years after operation, in a case of 


ABDOMINAL HysTERECTOMY. 


for cancer of the cervix, followed by vesico-vaginal fistula. The case was an 
early one, and, except for adhesions about the appendages, and some tough, fibrous 
tissue in the neighbourhood of the bladder, favourable for a radical operation. 
Vesico-vaginal fistula developed six days after the operation, but was small, and 
gave the patient comparatively slight inconvenience, so that she persistently declined 
operation for its closure. The case was watched for four and a half years, during 
which time there were intermittent attacks of pyuria, which were atributed to 
suppuration in the neighbourhood of the bladder bursting into it. 

In August last the patient was admitted into the Great Northern Hospital with 
suppuration about the right kidney, under Mr. Peyton Beale, too ill for anything 
but incision of abscesses and palliative treatment. She died September 12th, 1908. 

The post-mortem showed no recurrence of growth, but complete occlusion of the 
right ureter at its vesical end, where it was embedded in a mass of cicatricial 
tissue, right pyonephrosis, perinephric suppuration, sub-diaphragmmatic abscess, 
and right empyema, = 

The Presrpent (Dr, Herbert Spencer) said the publication of after-histories was 
of great value, especially in cases of carcinoma. It was unfortunate that a micro- 
scopic examination was not made of the fibrous tissue around the ureter and of the 
glands. He had often wondered what happened to patients with ureteral fistule 
when the fistule closed, as Wertheim had shown that they frequently did, and 
whether the extensive removal of the tissues around the ureters might not lead to 
cicatricial obstruction of these tubes. 

Dr. A. H. Lewers said that he had had a case of vaginal hysterectomy for 
carcinoma of the body of the uterus many years ago, in which a ureteral fistula had 
developed. Nothing of an active kind was done for it, and some months later the 
fistula healed. The patient was seen several times subsequently, and there was no 
evidence of anything wrong with the kidney. 

Dr, G. F. Bracker stated that he had had three cases of ureteral fistula occur- 
ring after total abdominal hysterectomy. In the first case, owing to septic changes, 
the corresponding kidney had to be removed, and this was followed by complete 
recovery. The second case developed an acute attack of suppression of urine, lasting 
24 hours, about five weeks after the operation. This passed off, and the patient 
recovered, and the fistula healed. In the third case the patient developed a high 
temperature a month after the operation, and the bacilus coli was found in the 
urine. Eight weeks after the original operation the patient died with symptoms 


of pyemia, and at the post-mortem examination a small abscess was found at the 
site of the fistula. 


Mrs, Stantey Boyp replied. 
Dr. R. H. Paramore read a paper on the 


or THE Pertneat Bopy 1n 

In it he stated that the perineal body plays no part in the support of the viscera, 
nor does its rupture facilitate prolapse. Yet the perineal body exercises a far- 
reaching influence during child-birth which is neither necessary nor good. In the 
descent of the foetal head through the outlet of the pelvis, the pelvic floor becomes 
transformed into a broad, gutter-like declivity, at the lower end of which the 
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posterior commissure of the pubo-rectalis muscle is found. The dilatation of the 
anus and the increase in length of the base of the perineal body shows how much 
the tissues below the pelvic floor stretch. The tension of these thinned-out perinea} 
tissues determines the more forward projection of the anterior segment of the head, 
the head being ovoid in shape. If the vulvar aperture is destroyed by a laceration, 
the movement forward of the anterior segment of the head does not occur. It is 
evident that a perineal tear by allowing birth with the least possible distension of 
the muscle may undoubtedly in many cases prevent an injury which pre-disposes to 
prolapse. An early perineal tear may be a blessing in disguise. Perineal tears, 
when they do not involve the sphincter, are trifling injuries, and the only reasons 
for suturing them are to check hemorrhage and prevent infection. The main mass 
of the pelvic floor musculature passes behind the anal canal and remains intact, in 
spite of such a tear. The continued extension of the head can be prevented by 
adopting the method of Toff. When the head appears at the vulva, two fingers are 
placed between it and the pubes, and traction exerted backwards. Simultaneously 
the head may be pressed downwards and forwards above the anus. 

Dr. MACNAUGHTON-JONES said he would be sorry to think that it should go out 
from this Section that there should be divergence from the obstetrical rule of at 
once closing a perineal tear. Rectocele and vesicocele constantly occurred with what 
Howard Kelly called “relaxed vaginal outlet,” where there was no apparent lacera- 
tion, but in which the perineum was weakened. 

Dr, Amanp Rovuts thought that there could be no possibility of doubt that the 
perineal body serves many useful purposes, and that its integrity was essential to 
the preservation of the tone of the vaginal and vulvar outlet, 


SPECIMENS. 

Mr. E. W. Hey Groves: (1) Carcinoma of the ovary; (2) Chorionepithelioma 
with secondary growths. 

Dr, A. H, N. Lewers: (1) A cystic subperitoneal fibroid with unusual relations ; 
(2) A large retroperitoneal cervical fibroid. 

Miss Janetr ANDERSON: Primary Sarcoma of the uterus. 

Dr. Macnavcuten-Jones: Tubo-ovarian cyst removed after previous vaginal 
drainage. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Annual Meeting held at Manchester, January 15th, 1909, Dr. A. J. Wattace, 
Liverpool, President, in the Chair. 

Dr. J. W. Martrn (Sheffield) was elected President, and Mr. Mires H. PHILLips 
Secretary, for the year 1909. 

Professor J. Lorrain Smita and Dr, W. Fietcuer read a paper on 

Tue Patnotocy or Rep DEGENERATION OF UTERINE 
which will appear in full in the next number of the JouRNAL. 

The four microscopic specimens as well as numerous microscopic preparations 
and lantern slides of photomicrographs were demonstrated by Dr. SHaw. 

Dr. H. Briacs (Liverpool) expressed the opinion that such red pigmentation was 
only a stage in the degeneration of fibroids, and therefore not entitled to a special 
name. 

Dr, A. Donatp (Manchester) pointed out that this red colouration was only 
rarely found in any large series of degenerating fibroids. He considered it to be a 
special form of degeneration, and one which occasionally caused distinctive signs 
and symptoms. 

Dr. W. E. Fornercrit (Manchester) asked if the investigators had any evidence 
to show whether the localised thrombosis was a primary or a secondary condition. 

Dr. T. B. Grimspare (Liverpool) suggested that, as the condition depended upon 
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interference with the blood supply of the tumour, it ought to be found in those 
occasional subserous fibroids which have become completely separated from the 
uterus. He asked if the symptoms of trimethylamine poisoning were known. 

Dr. A. W. W. Lea (Manchester) had been greatly impressed by the disappear- 
ance of toxemic symptoms immediately after removal of the tumour in his case 
(Case iv.). 

Dr, E. 0. Crorr (Leeds) detailed a recent case in which he had enucleated a large 
cervical fibroid during the fifth month of pregnancy. The well-marked toxemic 
symptoms had then rapidly disappeared. The fact that no vessel had required 
ligature appeared to him to be readily explicable in the light of the authors’ findings. 

Professor Lorrain Smiru, in reply, said that though he had often found it 
difficult to get a normal uterine myoma for class purposes, he had seen but few 
examples of red degeneration; he did not think that the latter was simply a stage 
in the more common form of degeneration. He considered that mechanical inter- 
ference with the circulation in the tumour and, in some cases, increased coagulability 
of the blood, were important factors in the causation of red degeneration. The 
increase in size was entirely due to the thrombotic and degenerative changes; there 
was no evidence of rapid growth. The infarcted tissue afforded a good nidus for 
micro-organisms, which might gain access to it from the genital canal, the circulation 
or from adherent bowel. He did not know the symptoms of trimethylamine poison- 
ing, but he considered that the properties of that substance were well worth inves- 
tigating in this connection. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION oF OBSTETRICS. 
President—E. Hastings Tweedy, M.D. 
Sectional Secretary—Henry Jellett, M.D. 


Meeting Friday, December 11th, 1908, the President in the chair. 


EXxuIBITs. 
A Modification of Bandl’s Hollow Sound. 

Dr. Wilson exhibited a modification of Bandl’s hollow sound, which did away 
with the difficulty in the mechanical cleaning of the instrument. 

The President considered the exhibit a great improvement on any other Bandl’s 
sound that he had seen. 

Dr. FitzGibbon thought the instrument as modified would much more serviceably 
carry and apply whatever fluid was used. 

Dr. Ashe said he had tried the instrument on two hundred women last year, and 
found it of use. 

Dr. Tweedy (the President) exhibited specimens of 

(a) Hypernephroma. 
(b) Tumours from a Case of Recurrent Fibroids. 

(a) A.M., aged fifty-seven, widow; quindecipara; last pregnancy 13 years ago. 

History. Has noticed tumour in side for three years; increased latterly in size. 

Physical signs. A large cystic tumour, very fixed, extending on left side from 
pubic brim to kidney region. A cord-like mass felt through rectum was diagnosed as 
ovarian pedicle, and a diagnosis of probable ovarian cyst made. On opening the 
abdomen a large retroperitoneal cyst came into view. The great omentum surrounded 
it on all sides. Numerous adhesions to intestines. The omentum was with difficulty 
separated, and enormous vessels tied. During the process the tumour ruptured, and 
about two pints of pus escaped. The pedicle was reached, and the tumour was 
discovered to be renal in origin. Pedicle was secured with catgut, and the ureter 
divided and stitched into abdominal wall. A gauze wick was inserted to provide an 
escape for oozing. Uninterrupted recovery. 
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Hypernephroma was a somewhat rare tumour. The first case in which a kidney 
was removed, a diagnosis of ovarian cyst having been made, was by the late Mr. 
Lawson Tait, and everyone was amazed at his statement that he believed it was an 
ovarian tumour until the pathologist told him it was a kidney. 

(b) February 17th, 1908. M.A., aged 70. 

History. For the past two years there was occasional uterine bleeding. In June, 
1907, this got worse, and had continued ever since. Lately it had become more of a 
discharge. 

Physical signs. Sloughing polypus protruding from the vagina. 

Operation. Large amount of sloughing material taken away by vagina. 

Pathological reports : Macroscopic. (1) White, rough mass, size of hazel nut; 
myoma or malignant. (2) White friable masses ; necrosed myomata. (3) Torn masses 
of fibroids; purulent exudate. Microscopic. (1) Highly cellular tissue, with blood 
vessels. Cells show some irregularity in size, but are not decidedly malignant. © (2) 
Necrotic myoma. 

November 10th, 1908. Complaint. Passing fleshy-looking masses by vagina from 
time to time. 

Physical signs. Broad pedicled polypus attached to anterior tip of cervix. 

Diagnosis. Polypus; malignant? 

Operation. Amputation by vagina. 

Pathological report : Macroscopic. Soft friable masses. Microscopic. Necrosed 
fibrous and muscle tissue. 

This tumour was found in the vagina of a lady, aged 71. She had come to him 
10 years ago, stating that the late Dr. Mason had removed a number of myomata 
from her. She at this time suffered from a vaginal polypus, which came away 
without operative help. At intervals since this she had returned to him bringing 
myomata which had passed from her. In May last he removed an enormous sloughing 
mass, which Dr. Rowlette said was possibly malignant, though he was inclined to 
think it was a myoma. She went away in good health, but came back about a 
fortnight ago very ill, when he removed a similar mass. Again Dr. Rowlette reported 
it to be a myoma. The woman’s uterus was not bigger than a shut thumb, and 
there was no myoma in it, so far as he could now ascertain. 

Dr. Row etre said he had seen two or three hypernephromas shown by others. 
The tumour was usually situated apparently in the kidney, and was supposed to 
originate from the adrenal body. The structural connexion was not at all clear in 
most cases, but, from the histology of the tumour, when the type was well retained, 
it more closely resembled the structure of the adrenal body than the kidney itself. 
Degeneration was fairly common in the tumour, but in the few instances that he had 
seen he had not observed so much degeneration as in the case before them. Micro- 
scopically the material resembled pus, though they were unable to isolate any micro- 
organism. It was difficult to obtain good microscopic sections in the case of the 
recurrent fibroids, as the material from these tumours was always necrotic or semi- 
necrotic, but he could come to no other opinion than that it was necrosed fibro- 
muscular tissue. He found nothing to suggest any malignant change. 

Dr. Purefoy recalled cases in his own experience showing that what appeared to 
be an ovarian cyst might prove to be renal. He also had had the experience of 
necrosis, but he could come to no other opinion than that it was necrosed fibro- 
myoma. He thought it was only after the third operation that they discovered 
evidence of sarcoma. Ultimately he performed hysterectomy, but the patient did 
not recover. 

The President, in reply, said the patient was never in a condition that would 
enable him to remove the uterus. She did not come to him until she was at the 
point of death. His object then was to remove the mass at once, and he was con- 
vinced that it was the last time he would see her. 
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PAPERS. 
INTERMENSTRUAL PAIN. 

Dr. R. D. Purefoy read a paper on intermenstrual pain. One of the least common 
and least understood varieties of pain connected with and dependent on menstruation 
was that to which Priestley, in 1872, applied the term ‘‘intermenstrual.’’ Medical 
literature furnished us with but scanty records of such cases, and details as to treat- 
ment and its results had been seldom furnished. It often proved rebellious to treat- 
ment, and showed marked liability to recurrence. It was generally met with between 
the ages of 25 and 35, and was commonest in sterile women or those who had not 
recently been pregnant. Some writers had described the pain as paroxysmal and 
sudden in occurrence and severe in degree; and many attributed it to the condition 
known as hydrosalpinx. Dr. Purefoy was unable to agree with those statements as 
to the nature of the pain and its causation. In the most typical cases there was but 
little discoverable disease of the uterus and appendages, and in only a few cases was 
it associated with such watery discharge as might be attributed to leakage from a 
hydrosalpinx. Treatment should be constitutional to improve the general health and 
local if disease of the uterus or appendages can be detected. 


Some Remarks ON INTERMENSTRUAL Paty. 

Another paper on the subject, by Dr. Spencer Sheill, was read by Dr. FitzGibbon. 

Dr. Wilson thought that where there were evident local lesions, which could be 
corrected, with the result that the pain ceased, it hardly came under the head of 
intermenstrual pain; neither did cases in which congestion of the ovaries was re- 
lieved by the loss of blood at the period. The difficulty of treating cases of pain 
that came on a definite number of days after a menstrual period, and ceased a 
definite number of days before a period, was very great, and although the drugs 
mentioned might give relief, it was a matter of considerable doubt as to what the 
condition really was. 

Dr. Ashe thought the condition was probably due to some form of toxemia 
arising from an excess of internal secretion of the ovary. 

Dr. Neill said that salicylate of menthol had recently been advised for relief 
of pain. 

Dr. FitzGibbon said that in speaking of intermenstrual pain there was a tendency 
to mix up a variety of different diseases. They should keep in mind that the pain 
should be one which occurred at a fixed time between the periods, and in which 
there was no definite organic disease. The ignorance which existed as to ovulation 
made it difficult to say certainly that it was congestion of the ovary that caused the 
pain, but he expected that Dr. Sheill’s suggestion of circulatory treatment would 
improve the condition. 

Dr. Katherine Maguire said she did not find the condition common in an excessive 
degree. She found aspirin rather a dangerous drug, as far as its gastric symptoms 
were concerned, though it certainly relieved pain. She found phenacetin to do good. 
If ammonol or antikamnia were given, they should be given after food, and with tea 
or coffee, which neutralised their bad effects. She regarded both drugs as dangerous 
because they were compounds of antifebrin. 

The President said that women suffered from constipation and congestion of the 
pelvic organs, and he believed that this congestion would be relieved by free purging 
better than by the drugs mentioned. He thought that in most cases, not due to 
constipation or neurasthenia, they would find some disease of the tubes which might 
give no evidence of their condition to the examining finger. 

Dr. Purefoy, in reply, said he agreed with Dr. FitzGibbon’s limitation of cases, 
but such typical cases were rare. He was very sparing in his prescription of drugs, 
and considered that anything like repeated use of the coal-tar remedies was greatly 
to be deprecated. 
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Friday, January 29, 1909, Dr. Pureroy in the Chair. 


INsTRUMENTS. 

Dr, AsHe demonstrated a new principle for application to Bozemann’s catheter 
and Braun’s hollow sound by means of which every part of the uterus could be 
dealt with without fear of undue pressure. The instrument which he exhibited 
allowed all the fluid to come back, and with it the uterus could be flushed out. It 
was simple and cheap, and could be absolutely sterilised. 


ADENO-CARCINOMA OF THE VULVA. 

Dr. Sotomons exhibited specimens of above. He said that adeno-carcinoma of 
the vulva was such a very rare condition he thought the case would be of interest 
to bring before the section. This he was able to do by the kind permission of 
Dr. Tweedy, the Master of the Rotunda Hospital. 

M.W., aged thirty-three, married eight years, quartipara, was admitted in November, 
1908, to the Rotunda Hospital. She had noticed a lump in the vulva two weeks 
before admission, and this ruptured just before she entered the hospital. Pruritus . 
was absent. Patient was blanched from loss of blood. On examination it was 
found that there was a large stinking mass protruding from the vulva, which 
seemed to spring from inside the right labium, just at Bartholin’s gland. The 
tumour was evidently a hematoma. On its removal an excavated sloughing sore 
came into view, which had all the appearance of acute phagedena. A microscopic 
examination showed nothing save blood clot. The cavity was plugged with iodo- 
form gauze. Thinking that perhaps the affection was syphilitic, the patient was 
given a mixture of hydrarg. perchlor, and potassium iodide. Insufflation with 
calomel was also used. Two weeks later, as there were no signs of improvement, 
the excavated sore was opened up, scraped, curetted, and thoroughly swabbed out 
with iodised phenol. In spite of this treatment, combined with keeping the wound 
plugged with peroxide of hydrogen, alternating with formalin 1 in 3, together with 
the antisyphilitic treatment, the phagedenic sore spread with alarming rapidity, 
and it became evident that a condition of malignancy probably existed : this, despite 
the fact that no glandular enlargement existed anywhere and the negative micro- 
scopic findings. Therefore, heroic measures were considered to be indicated, so, 
under an anesthetic, the parts were explored, and the curette, knife, scissors, 
cautery and nitric acid were freely used in an endeavour to stay the disease, whilst 
large portions of the tissue that had not sloughed were removed for microscopic 
examination. Although the infection spread over to the other side, the urethra 
seemed in no way implicated, and lay in the midst of the disease as an isolated 
tube. 

Their pathologist, Dr. Rowlette, reported that the case was one of adeno- 
carcinoma of the vulva. This diagnosis was only arrived at after he had cut a 
great many sections. 

There were no apparent primary growths in any part of the body, and the only 
possible original seat of the disease seemed to be in Bartholin’s gland. 

The Cuarrman said he had an opportunity of seeing the case, and leant at first 
to the idea that it was a form of syphilitic disease. He was particularly struck 
with the absence of induration of any tissue in the neighbourhood of the disease, 
which he would have thought likely to be observable in malignancy. 


RuprureD Extra-UTERINE PREGNANCY, 

Dr, Freetanp exhibited specimens from a case of the above, taken from a 
patient, thirty-five years old, who had been married fifteen years, and had four 
children and four abortions. She had come to him two weeks before complaining 
of hemorrhage, and menstruation overdue two weeks. On examination she was 
found to have retroverted uterus and a small tubal mass in the left side. He 
thought she had a tubal pregnancy. She would not remain in hospital; she had 
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considerable pain when she went home. She returned the next day and the 
following Tuesday he operated. On opening the abdomen he found the pelvis full 
of blood. The fcetus had escaped into the abdomen and was attached by the cord 
to the rest of the ovum in the tube. The ovary was left in position, and she had 
done very well. 

The Cuarrman thought it extraordinary that the loss of blood was so incon- 
siderable, seeing the size of the rent in the tube, unless the rupture took place 
gradually, 

Dr. Homes spoke. 


PYOsALPINX, 


Dr, Frrz-Gisson exhibited specimens of the above from a patient, aged thirty- 
one. She had been married seven years, and had had one pregnancy, which ended 
at term, five years before the operation in August last. She had been under 
observation eighteen months, and during that time very little change was seen in 
the pelvic condition. The uterus was normal in size, and hard. On the right 
side there was a hard mass pressing down on the right fornix, and on the left side 
they could make out a tube thickened, but not embedded. Her menstrual periods 
were normal, and she was very little troubled until the last six weeks, when she 
developed severe pain. The abdomen when opened seemed tolerably normal until he 
attempted to pull up the intestines, when nothing would move, and he found the 
whole of Douglas’s pouch filled with adherent small intestines. He got the whole 
of the tumour out without tying any vessels,, as they had been obliterated. He 
closed the stump of the cervix with two interrupted sutures, and packed the pelvis 
with gauze. Two days after the operation the pulse went up to 110, though the 
temperature neither then nor subsequently went above 99°. He withdrew the 
gauze and put in a long drainage tube. On the third day the pulse climbed 
gradually up to 160; the following night it fell to 140. He then put in a shorter 
tube. She continued to improve; but next morning he found a smell of urine. 
He replaced the tube with one of rubber, and concluded that the drainage tube 
had sloughed through the bladder. He kept the tube in until he got a diminution 
in the amount of pus, although some still came away in the urine. The patient 
made a good recovery. The case showed the danger of hard drainage tubes put 
through the abdominal wall into the pelvis, and also showed how pyosalpinx, which 
was obviously chronic for eighteen months, could still set up an infection of the 
pelvis, although it was stated that if left for twelve months the pus would become 
sterile. 

Dr. Homes thought the absence of any menstrual history or pain was a most 
remarkable thing, 

Dr. Jettetr thought that the bladder fistula was due to an original extension 
of the infection to the bladder wall at the place where the two were adherent. 
Necrotic areas were frequently found, and there was no reason why there should 
not be one on the bladder muscle that gave way when it lost its support. That 
would account for the fistula not having formed for several days; obviously it 
was not made at the operation. 

Dr, Grsson said he was sure the pain was sufficiently bad to indicate operation, 
but they had to consider whether the cure or the disease was the greater evil. 

Professor AtrreD SmitH thought the drainage should have been through the 
vagina. He did not gather whether the infection was pure or mixed. He thought 
that streptococci alone became so attenuated in eighteen months as to be harmless. 

The CuarrMan said he did think there was any positive knowledge as to when 
infection became sterile. His own experience was that pyosalpinx might remain 
quiet for years, and under fresh stimulation might light up again. He was satisfied 
that where there was reason to believe a swelling to be a pyosalpinx, it was always 
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a possible danger, and should be dealt with in most cases by radical operation. 
Most of them would be inclined to drain in the direction of the vagina, still it was 
surprising what effective drainage could be carried on through the abdominal wall. 

Dr. Frrz-Grsson, in reply, said he started with the intention of draining through 
the vagina, but from start to finish he did not see the bottom of Douglas’s pouch, 
and he had not the least idea where the ureter was, and at the end of two hours’ 
operation he drained in the easiest direction. 


A Ssort Criticism or THE Rapicat Cure or BackwarD DISPLACEMENTS OF THE 
UTERUS. 


Dr. Jexuerr began by discussing the present attitude of gynecologists towards 
the radical cure of backward displacements of the uterus. He considered that in 
all cases in which the patient’s symptoms called for relief a radical operation should 
be performed in preference to the prolonged use of a pessary. As exceptions to 
this rule he mentioned puerperal displacements, as they could usually be cured by 
the temporary use of a pessary, and cases in which the circumstances or general 
health of the patient made operation inadvisable. He showed that, if a patient 
had to be curetted, the performance of a radical operation prolonged her stay in 
hospital only by a week. He divided the different radical operations into three 
groups :—(1) Cases in which a major operation has been performed, and in which 
the peritoneal cavity has been opened. For these cases he always concluded the 
major operation by performing a ventral suspension. (2) Cases in which the dis- 
placement is complicated by adnexal disease. In these cases he advised the opening 
of the abdomen followed by ventral suspension. (3) Cases of uncomplicated back- 
ward displacement. In these cases he unhesitatingly advised Alexander’s operation 
on account of its safety and its after-results. He then discussed Alexander’s 
operation, and referred to the statements of Drs. Herman and Galabin, who con- 
sidered it an essentially dangerous operation. In opposition to this he quoted 
statistics of 385 cases, practically all of which were successful, and amongst which 
there was a single death from croupous pneumonia, and unconnected with the 
operation. His own statistics were as follow :—Forty-four cases were operated on. 
In thirty-nine the usual double incisions were made, and in five a single incision. 
There were thus eighty-three separate incisions, and every one of these healed by 
primary union. One incision subsequently suppurated, owing to the fact that the 
subcuticular suture broke during removal and was left behind. One patient died, 
but her death, which was from double croupous pneumonia coming on about a week 
after the operation, had nothing to do with it. In one case the uterus subsequently 
fell back, and in this case only one ligament had been shortened. The other was 
left, as it was difficult to find, and as the operation had been already prolonged by 
the preliminary steps cf curetting, trachelorrhaphy, and ligature of piles. In this 
case the uterus was in a normal position when the patient was seen six months later, 
but it had fallen back when seen two years later. Two patients at least, were sub- 
sequently delivered, and after delivery the uterus remained in a normal position. 
The speaker then stated in detail the reasons he considered Alexander’s operation 
the operation of choice in cases of uncomplicated backward displacement of the 
uterus, 

Professor ALFRED SmiTH said he was against Kelly’s operation, as he looked 
upon the suspension as wrong. He believed in the efficacy of Alexander’s operation 
for simple backward cases. That, however, applied to a limited class of case. If 
Alexander’s operation was used in all cases that came to them there would not be 
sufficient beds for them. It was only in the better-class patients that shortening 
of the round ligaments would come into greatest practice. In a case which he 
thought an ideal one for radical operation the uterus righted itself when he removed 
the pathological conditions. If he had shortened the round ligaments he would 
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have thought that it brought about the result. He considered a modification of 
. Bumm’s operation the best. 

Dr, AsHeE said that even if the round ligaments were shortened they would 
stretch again. He believed Alexander’s operation to be by far the best on physiolo- 
gical grounds. It was surprising how in simple cases complications were found 
when the abdomen was opened, and that was, he thought, a point in favour of the 
suspension method. He thought there might be a fear of hernia. 

Dr. Hotmzs said the difficulty was to know when they had not got complications, 
An enormous number of women who came with backward displacement suffered also 
from sterility, and no gross lesion was found in the tubes. In 50 per cent. of cases 
that he had examined the uterus had gone back after childbirth, and he found 
eases often get right by inserting a pessary for about two months. He thought 
there was still room for the pessary in gynecology, and he did not regard any of 
the operations as final. 

Dr. Gipson said the cases for the Alexander-Adams operation were those in 
which retroversion occurred after childbirth.. He thought the best operation for 
uncomplicated cases was the Alexander, and out of six which he had examined 
after child-birth in only one had the uterus gone back. 

Dr. Frrz-Giszon said that when they were dealing with an uncomplicated case 
they pre-supposed that the adnexa of the uterus was healthy, and there was nothing 
to interfere with pregnancy and the proper involution of the uterus after childbirth. 
In such cases there was a very large scope for the pessary. 

Dr. Matson said that when he was house surgeon to Mr. Alexander he had the 
opportunity of seeing him operate in many cases, and at that time he said he 
usually placed a pessary in position for about two months after the operation. 

Mr, L. G. Gunn said there was a cystoscopic method of examination of the 
bladder for determining to what extent the uterus had been brought forward. He 
had found a uterus pulled over somewhat on one side. 

The CuarrMan recalled a case operated on by Mr. Alexander, in which there 
were three miscarriages afterwards. If a woman became pregnant after suspension 
the peritoneal supports were rent, and there was nothing to prevent recurrence. 
He assumed that before operation they would see that the uterus was reduced in 
size. He was certain that there were many cases in which the pessary would give 
telief, and some in which it would effect a cure, 

Dr. Jetuert, in reply, said the difference between the treatment which he 
advocated and the use of the pessary was a week in hospital, and he thought that 
was less serious than two or three years’ pessary treatment, even if in some cases 
the pessary succeeded. Kelly’s operation was not an ideal one, but it had the 
advantage of taking very little time to do when the abdomen was already open. 
So far from Alexander’s operation causing a hernia, it would probably cure any 
inclination to hernia, as the walls of the inguinal canal were sutured and ai patulous 
external ring was closed. Obliquity of the uterus was not, he thought, a matter of 
importance. In three or four cases in which he only shortened one round ligament 
he had in a month or so found the uterus in the middle line. The great majority 
of cases were those in which the uterus had fallen back after childbirth, and in 
these there was no necessity to look for causes of sterility, but if there was any 
doubt as to the condition of the adnexa, he agreed with Dr. Holmes in opening 
the abdomen. In one of his cases a patient became pregnant afterwards, and had 
great pain from pulling on the external abdominal ring as the uterus developed. 
The uterus was also very large, and there was hydramnios. He feared during 
pregnancy that the operation was in some way responsible for this, but eventually 
the woman was delivered of a stillborn syphilitic infant. He thought that a similar 
cause probably accounted for the repeated abortions in the case recorded by Dr. 
Purefoy,. 
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REVIEWS OF RECENT BOOKS. 


“ Beitrage zur frihesten Ei-einbettung beim menschlichem Weibe.” By Dr. Ph. June, 
of Erlangen. pp. 112, sm. 4to, with 20 coloured figures on seven plates. Price 

8 marks. §. Karger, Berlin, 1908. 

AurHoucH it is more than ten years since the discovery of Peters’ ovum we have 
as yet no other which is exactly comparable in point of size and state of develop- 
ment with that famous specimen. There are, however, a number of valuable 
specimens only slightly more advanced. The ovum demonstrated by v. Spee in 
1905 most nearly approaches it, and although as yet only a very brief account has 
been published, it is evident that the two agree very closely in their general 
features. The ovum of Jung is slightly larger than that of v. Spee and appreciably 
larger than than that of Peters, measuring 2°5 by 2'2 by about 10 mm.. “including 
the thickness of the chorion but not that of the chorionic epithelium,” against 16 
by 0°8 by 0°9 mm. in the case of the latter, while the Teacher-Bryce ovum measures 
0°77 by 0°63 by 0°52 mm. This volume gives a very full and well illustrated de- 
scription and a critical comparison with Peters’ ovum which is of great value. For 
the most part the results of Peters’ work are confirmed by that of Jung; but there 
are differences in description and interpretation respecting certain details, 

The ovum of Jung was found in some portions of endometrium removed with the 
curette on account of persistent leucorrhoea, and fixed at once in 80% alcohol. 
The decidual capsule had fortunately escaped injury. The lobule of decidua 
enclosing the ovum was cut into a series of sections which is almost complete. 

The operation was performed four weeks after the date of the last menstruation ; 
but the periods were irregular, varying from 5 to 6 weeks, and the history in other 
respects gives no accurate data for the estimation of the age of the ovum. On 
comparative embryological grounds Jung regards it as from 11 to 12 days old. 

The endometrium in contrast with that of Peters’ case shows development in the 
direction of decidua throughout. The decidua cells are not fully developed. 
Evidence of active proliferation is found in the presence of numerous mitotic 
figures in them. The glands are somewhat contorted as in the case of Peters’ 
ovum, and a few mitotic figures are seen in the glandular epithelium; but there 
are none in the epithelium of the surface. (idema is not marked, and hemorrhages 
and leucocytic infiltration are absent from the outlying parts of the decidua. In 
contrast with this the zone of decidua immediately surrounding the ovum, which the 
author, following Peters, calls the ‘‘ Umlagerungszone,’’ shows marked cedema, 
numerous hemorrhages, leucocytic infiltration, blood in the cavity of the glands, 
and degenerative changes which will be referred to later. 

The author sums up the behaviour of the decidua apart from this zone as 
showing exactly the changes which are described as occurring before each mens- 
truation, and concludes that the pre-menstrual swelling is a preparation for the 
reception of the ovum, which on entering the uterus finds the mucosa prepared for 
its reception. But the ovum itself exerts an influence only upon the decidua in its 
immediate neighbourhood and that is of a destructive character. The former 
conclusion will require further consideration in the light of the work of Heape on 
the menstrual cycle (which appears to be quite unknown to the author) and the 
confirmatory results obtained by Teacher and Bryce from their study of the ages 
of early ova, and the light which this has thrown on the relations of fertilization 
and imbedding to the menstrual cycle. According to these authors there is no 
special preparation of the endometrium for the reception of the ovum; but, 
“menstruation is a cyclical process which provides for the maintenance of the 
endometrium in a suitable condition for producing the decidua of pregnancy; but 
the ovum is not dependent upon the development of the menstrual decidua for a 
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suitable nidus in which to become imbedded. The uterus is capable of developing 
a decidua of conservation whenever its integrity is threatened by the growing 
ovum.” * 

The imbedding of the ovum. Jung accepts the theory of v. Spee and Peters 
that the ovum is imbedded in a cavity which it has excavated for itself in the 
connective tissue of the decidua.? The uterine glands lie curved around the sides 
of the cavity and open on the surface of the decidua as in Peters’ specimen. None 
open into the cavity. 

The ovum is completely enclosed in a lobule of decidua, which projects slightly 
above the level of the surrounding membrane. On the apex of the elevation there 
is a shallow dimple exactly overlying the ovum, the floor of which is composed of 
blood-clot, fibrinous material, and more or less degenerated decidua. There is no 
cap of blood-clot (‘‘ Fibrinpilz’’) as in the specimens of Peters and Leopold (1905). 

The condition is identical with that found in the ovum of v. Spee, 1905. The 
dimple is taken to represent the gap in the mucosa (‘‘Implantationsloch ”’) by which 
the ovum entered, afterwards closed by blood-clot. The structure, which he 
terms the ‘‘ Schluss-coagulum,”” measures 1°7mm. in diameter, and he agrees with 
v. Spee that it does not represent the actual point of entrance, which was most 
probably a very small hole, and the large gap in the decidua has probably developed 
later in consequence of the injury inflicted on the surrounding tissues by the ovum 
in its passage and the occurrence of hemorrhages producing necrosis of a compara- 
tively large area around the point of entrance. Its margin changes gradually 
into the living decidua. The appearances and their interpretation are of great 
interest with respect to the structure of the roof of the cavity in which the 
‘Teacher-Bryce ovum is implanted. In that case the actual point of entrance is a 
minute orifice 0°1 mm. diameter closed by a coagulum, beside which there is a 
dimple-like depression of the roof of the implantation cavity. The floor of the 
dimple consists of living decidual tissue; but, the appearances presented in Jung’s 
ovum would be reproduced were the destructive changes due to the ovum which are 
visible in the deeper part of this layer to extend to the surface. The coagulum in 
any case seems to be of secondary origin by one or other of these processes. 

Description of the ovum. The blastocyst in section is approximately square 
with rounded corners, and is not quite regular. Its wall is composed of a double 
layer of ectoderm lined by a four or five cell wide layer of mesoblastic tissue. 
‘This tissue is sharply defined from the ectoderm, but inwards it fades off into a 
delicate finely granular coagulum, which fills the greater part of the cavity of the 
ovum. A few strands of mesenchymatous tissue cross this cavity, rising for the 
most part from the region of the embryonic rudiment. The latter lies at the deep 
side of the blastocyst close to the layer of mesoblast, with which it is united by a 
‘distinct mesoblastic pedicle, 

The ectoderm is described in the usual fashion as consisting of the two layers, 
which he names “Grundschicht” corresponding to Langhans’, or the cellular layer, 
or cytotrophoblast, and “Deckschicht” corresponding to the “syncytium of 
authors” plasmodial layer or plasmoditrophoblast. There are a certain number of 
large vacuolated masses of plasmodium with blood, which is usually somewhat 
altered, in the vacuoles; but beyond this there is nothing corresponding to the great 
plasmodial formation of the Teacher-Bryce ovum. 


1. “Contributions to the study of the Early development and imbedding of the 
human ovum,” pt. 1. T. H. Bryce and J, H. Teacher, p. 66. 

2. The reviewer of “Contributions to the Study of the Early Development and 
Imbedding of the Human Ovum,” in the November number of this Journal, 
makes the curious mistake of calling this an ‘imaginary ’’ implantation cavity. 
There may be differences of opinion as to the process by which it is formed; but 
‘there can be no doubt as to the reality of the cavity. 
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From the layer of mesoblast almost all round the ovum arise villi, which are 
considerably longer than those of Peters’ ovum. They contain no blood-vessels. 
Their sides are covered by the two-layered epithelium, and at their points the inner 
layer is greatly developed, forming masses of cells which extend outwards and also 
sideways until they become united with those of neighbouring villi. These columns 
of the cellular layer are covered at first with the plasmodium; but, towards the 
periphery the ectoderm loses more and more its regularity, until, in the immediate 
neighbourhood of the maternal tissues cellular layer and plasmodium lie apparently 
irregularly intermingled. Together they surround the blastocyst as with a capsule 
of ectoderm, which from the beginning is perforated by many channels, since the 
cellular masses of neighbouring villi do not unite completely but leave irregular 
gaps and passages. These together with the larger spaces between the wall of the 
blastocyst and the stems of the villi form the intervillous space, which is every- 
where moderately filled with fresh maternal blood. The picture is that of Peters’ 
ovum with longer villi. 

The villi are supposed to originate as solid processes of ectoderm (cellular layer 
and plasmodium), and it is clear that Jung regards the intervillous space as being 
derived from cavities left between these villous protrusions of the trophoblast. 
Peters, on the other hand, believed that the ovum was, at a certain stage, surrounded 
by a thick mantle of trophoblast, and the intervillous space originated as lacune, 
excavated in this by the blood discharged from the opened maternal capillaries. The 
conditions observed in the earlier stages appear to favour the view of Jung. 

All the structures of the blastocyst wall present the appearances of the liveliest 
vitality with the exception of a few masses of plasmodium which have actually 
invaded the maternal tissues. In contrast with the vitality of the trophoblast, the 
layer of maternal tissue in contact with it presents signs of degeneration in all 
degrees up to complete necrosis. The next zone of the decidua is characterised by 
cedema, hemorrhage and the presence of numerous leucocytes for the most part of 
the polymorphonuclear variety. With low magnifications the transition from 
degenerate to normal decidua seems abrupt; but with higher magnifications it is 
seen to be fairly gradual. The degenerative changes become less and less marked, 
and the cedema and lecocytic infiltration disappear until normal decidua is reached. 

In the latter dilated blood-vessels filled with fresh blood are numerous. : 

Towards the ovum the ‘‘ Umlagerungszone’’ is bounded partly by foetal ectoderm 
and partly by intervillous space. 

For the most part the contrast of degeneration in the decidua with undiminished 
vitality in the foetal tissue makes easy the distinction of the two structures; 
but there are parts where there is some intermingling of living elements. Even in 
these, for the most part, the foetal elements are well preserved in contrast to the 
maternal; but, the deepest outrunners of plasmodium also show degeneration, and 
it is admitted that in such parts, where both are degenerate, it becomes impossible 
to draw a sharp distinction between maternal and foetal. This occurs very seldom 
in Jung’s preparation. On the other hand appearances suggesting intermediate 
stages between foetal and maternal tissues and the derivation of either or both 
layers of the trophoblast from the latter are entirely absent. 

The author describes the changes in the innermost layer of the “‘Umlagerungszone”’ 
as “hyaline or fibrinous degeneration” of both the stroma and the cellular elements 
of the decidua, and he attributes it to histolytic action by the ovum assisted in 
parts by the occurrence of hemorrhages into the decidua. Peters’ ovum also presents 
degenerative changes in the maternal tissues; but they are much less marked and 
there appears to be more intermingling of foetal and maternal tissues. 

In the Teacher-Bryce ovum, on the other hand, the necrosis of the maternal 
tissues is relatively more extensive, and the contrast between them and the plas- 
modium (which in this instance is the only foetal tissue which comes into contact 
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with them), is still greater than in Jung’s ovum owing to the absence of interming- 
ling of foetal and maternal structures. 

The uterine glands appear to offer considerable resistance to the destructive 
forces of the foetal tissue, and in a few instances project as promontories into the 
intervillous space; but, eventually their walls are destroyed and hemorrhage occurs 
into some of them. This has been noted in connection with other young ova, and 
the author probably with justice regards it as of normal occurrence in the imbedding 
of the human ovum. 

The blood-vessels of the “‘Umlagerungszone”’ are less distended with blood than 
in the ova of Peters and v. Spee, possibly in consequence of the manner in which 
the specimen was obtained. On the other hand it seems not unlikely that there 
was an exaggerated congestion in both of these owing to the fact that they were 
obtained from the dead body in cases of poisoning. The wide sinus-like capillaries 
of the outer zone can be traced to small veins; but connection with adjacent arterial 
twigs could not be made out, so that it appears probable that the circulation in the 
neighbourhood of the ovum is very gentle. 

In the degenerating tissue many of the capillaries end blindly through under- 
going necrosis; but otherse communicate with the intervillous space. The capilla- 
ries in contrast to the glands seem to offer little resistance to the trophoblast, the 
processes of which are found projecting into them. Not infrequently endothelium 
and plasmodium are seen lying in apposition; but there is no sign of transition 
stages between them; eventually the endothelium suffers destruction like the other 
maternal tissues. By the opening of the capillaries many communications are 
formed between the maternal vessels and the intervillous space. 

In the interpretation of the appearances around the ovum we find another 
difference between Jung and Peters. Whereas the latter believed that he recognised 
proliferative changes and particularly the new-formation of blood-vessels in the 
‘*Umlagerungszone,’’ the former finds no definite evidence that new vessels are being 
formed. Moreover although mitotic figures are numerous in the outlying decidua 
they are entirely absent from the immediate neighbourhood of the ovum ;—degenera- 
tion is the characteristic of the maternal tissues in this situation. 

The embryonic rudiment shows as good preservation as the rest of the ovum; 
but, unfortunately two or three sections are missing and a reconstruction was there- 
fore not made. Mitotic figures are numerous in the ectoderm, which is very 
similar in appearance to that of Peters, consisting of a plate of columnar cells 
continuous as its margins with the flattened cells of the amnion. There is as yet 
no differentiation of primitive streak or blastopore in the germinal disc, which 
differs from that of Peters only in its greater size. It measures 0°25 mm, in 
diameter against 0°19 mm. in the case of Peters. The amnio-embryonic cavity is 
of lens-shape and there is no process projecting from it into the stalk as in the 
ovum of Beneke; but in the illustration the flattened cells appear to cease at the 
apex. 

The amnio-embryonic rudiment is enclosed in a thin layer of mesoblast, which 
on either side is split into two layers. That next the ectodermic rudiment is con- 
tinuous with its fellow of the opposite side forming a definite layer of mesoblast 
between the ectoderm and the yolk-sac. The wall of the yolk-sac is composed of a 
single layer of flat entoderm cells, which on the side next the germinal disc is 
closely applied to mesoblast, but at other parts is separated from it by a narrow 
space. There are no blood-vessels or signs of blood formation in the walls of the 
yolk-sac or in the connecting stalk (‘‘ Haftstiel ’’). 

This work makes it clear that there are now in existence three ova of approxi- 
mately the same stage as Peters’, all well preserved and obtained under favourable 
circumstances, and from the fact that they show the most exact correspondence in 
point of structure we seem to be justified in believing that they represent the 
normal. We have therefore a sure foundation on which to build criticism of 


younger stages. Joun H. Tracuer. 


